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Abstract
Men are overrepresented in suicidal fatalities in Australia. Telephone
crisis helplines are an important first point of contact for help-giving by
providing an immediate and accessible service through which suicidal men can
be identified and supported to seek ongoing mental-health support. However, the
time- and information-limited crisis helpline context poses difficulties for the
identification of suicidal men by Telephone Crisis Workers (TCWs), particularly
if the caller does not directly express suicidal intent. Consequently, this thesis
aims to examine the extent to which a particular characteristic , i.e. the caller’s
perceived gender, impacts the way in which TCWs interpret and respond to
callers expressing signs of suicide. This thesis contains eight chapters including
five peer-reviewed articles.
Article 1 examines how the crisis line context may impact the process of
help-provision for suicidal men. Potential barriers and facilitators of the
telephone crisis support context in supporting suicidal men are outlined, in
particular the difficulties associated with identifying male suicidality.
Article 2 considers whether current training practices are sufficient to
enable TCWs to accurately identify suicidality in male callers. A systematic
review is used to identify signs of suicidal intention among men in current
research literature.
Article 3 presents a model of research co-design collaboration used by a
community-academic partnership (CAP) to engage and collaborate with a
telephone crisis helpline. This process is used to co-design an online self-report

vii

survey exploring the impact of gender on TCWs’ interpretation of, and response
to, signs of suicide in male crisis helpline callers.
Articles 4 and 5 contain the results of a two-part repeated-measures
online self-report survey distributed to a representative sample of 137 TCWs
from a national crisis helpline in Australia. Article 4 explores whether TCWs use
pattern recognition to identify suicide risk in callers, and if this is influenced by
the gender of the caller or the TCW using exploratory factor analysis. The
findings identified three patterns of signs of suicidality (mood, hopelessness,
anger) that were subtly different for male and female callers. The findings
suggest that TCWs may use patterns of signs to recognise suicide risk in a caller
if suicidal intent has not been explicitly stated.
Article 5 examines the extent to which caller’ gender impacts TCWs’ response
to a vignette that presents signs of suicide described by a caller. TCWs rated both male
and female callers as presenting similar levels of potential suicide risk. Yet, hierarchical
regression analysis found that TCWs responded differently when presented with a male
or a female described in a vignette using the same signs of suicide. When responding to
the initial presentation of a male caller vignette, the TCWs’ rating of the caller’s
potential suicide sign was associated with intention to use suicide intervention skills.
When the female caller vignette was presented first, this effect was absent. Together,
these results suggest that when suicidal intent is not explicitly stated, the perceived
gender of the caller may trigger decisions for using intervention-oriented skills in
response to potential suicidal presentation that is different for male and female callers.
The research presented is among the first to comprehensively explore
gender as a salient factor in the provision of support to people experiencing
viii

suicidality in the telephone crisis support context, and has potential to directly
inform training and practice for working with suicidal men.
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Chapter 1

Introduction
Preamble
In Australia, a gender gap in suicidal behaviour has existed for the past 30
years, wherein men are overrepresented in suicide fatalities and women are
overrepresented in suicide attempts (Australian Bureau of Statistics [ABS], 2016;
Snowdon, 2015, 2016). This disparity persists despite considerable investment in
suicide prevention initiatives designed to increase help-seeking behaviour
(Chamberlain, Goldney, Taylor, & Eckert, 2012), particularly among individuals
who are in groups vulnerable to suicidal behaviour such as men (e.g. the
beyondblue Man Therapy campaign [beyondblue] 2013, and The Movember
Foundation Man Up Campaign [The Movember Foundation], 2018). Mentalhealth service research has tried to identify reasons why a large proportion of
men who might benefit from professional help do not appear to seek help (Addis
& Mahalik, 2003; Courtenay & Keeling, 2000; Hammer, Vogel, &
Heimerdinger-Edwards, 2013; Seidler, Rice, River, Oliffe, & Dhillon, 2018;
Smith, Braunack-Mayer, Wittert, & Warin, 2008). A large proportion of research
articles have proposed that reluctance to engage with professional help is related
to attitudes, beliefs, and knowledge about help-seeking (Clement, Schauman,
Graham, Maggioni, & Bezborodovs, 2015; Rickwood, Deane, Wilson, &
Ciarrochi, 2005; Schomerus, Matschinger, & Angermeyer, 2009). In other
words, the avoidance of help-seeking is said to relate to the unwell person’s
1

thinking and their choice. Neuroscience research now shows that social
withdrawal/reluctance to engage in help-seeking behaviour is related more to
structural and functional changes in the suicidal brain than to psychological and
social reasons for not engaging (Wilson, 2017; Wilson, Thomas, & Furlong,
2017). Combined with gender-specific barriers to help-seeking among suicidal
men (Moller-Leimkuhler, 2002), these help-seeking impediments suggest that an
increase in the incidence of service use might be made if the emphasis for suicide
prevention is less on help-seeking by the unwell individual and focused more on
help-giving by those who are in a position to reach out/provide service.
Telephone crisis helplines are an important first point of contact for help-giving
as they provide an immediate and accessible service through which suicidal
people can be identified and supported to seek ongoing mental-health support.
Consequently, this thesis aims to examine the extent to which a prominent
characteristic of the caller, i.e. the caller’s perceived gender, impacts the way in
which Telephone Crisis Workers (TCWs) interpret and respond to callers who
express signs of suicide.
This thesis is innovative in its isolation of perceived gender as a variable
that may impact the process of supporting people experiencing suicidal crisis in a
telephone crisis support context. This focus on the impact of gender on helpgiving responds directly to the National Coalition for Suicide Prevention’s list of
research priorities for successful national suicide prevention strategies in
Australia (NCSP: 2014). In combination with other themes, the NCSP
emphasised the necessity for suicide research in Australia to: (a) have clear,
applied outcomes; (b) focus on vulnerable groups and take into account cultural
diversity; (c) develop services that are culturally safe and respectful to all clients;
2

and (d) involve individuals with lived experience in research, policy, and service
practise. Informed by the NCSP research priorities, the research findings
presented in this thesis have the potential to enhance understanding of the
nuanced factors that influence successful and unsuccessful suicide intervention,
and directly inform evidence-based recommendations to telephone crisis
helplines and suicide intervention training to improve service provision to people
with thoughts of suicide.
Literature overview
This introduction has five main purposes. The first purpose is to present
men’s disproportionate suicidal mortality as a significant public health issue, and
to outline how telephone crisis support is uniquely situated as an immediate
intervention to support suicidal men. Second, the conceptual and methodological
frameworks of this thesis will be outlined. Third, the aims and objectives of this
thesis will be presented. Fourth, the rationale for the mode of presentation of this
thesis will be introduced. And fifth, an overview of the structure and content of
the thesis will be provided.
Suicide rates in Australia
As noted, suicide is a significant public health issue in Australia.
Generally, suicide incidence, defined as the number of deaths by intentional selfharm within a 12-month period, is unacceptably high with 55 Australians taking
their lives by suicide every week (Australian Bureau of Statistics, 2017).
Moreover, Australian men are overrepresented in these statistics, with estimates
showing men are three times more likely to die by suicide than women
(Australian Bureau of Statistics, 2017). Although suicide remains the leading
3

cause of death of men under 44 years of age (Australian Bureau of Statistics,
2017), risk is elevated further for specific male groups: lesbian, gay, bisexual,
trans/transgender and intersex (LGBTI) men (Skerret, Kolves, & De Leo, 2014),
men experiencing mental and physical illness (Lawrence, Hancock, & Kisely,
2013), elderly men (Snowdon & Hunt, 2002), Aboriginal and Torres Strait
Islander men (Hunter & Milroy, 2006), men in other marginalised groups
(Taylor, Page, Morrell, Carter, & Harrison, 2004), and men in male dominated
occupations (e.g. farmers; construction workers) (Andersen, Hawgood, Klieve,
Kõlves, & De Leo, 2010; Heller, Hawgood, & Leo, 2007). Figure 1.1 presents
the number of suicide deaths in Australia distributed by sex between 2007 and
2016 (Australian Bureau of Statistics, 2017). The difference in suicide rates
between men and women across time has resulted in gender being reported as
one of the most frequently replicated predictors of suicide (Qin, Mortensen,
Agerbo, Westergård-Nielsen, & Eriksson, 2000).

25

20

15

Males
Females

10

Persons

5

0
2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

Figure 1.1 Number of deaths by suicide in Australia grouped by sex, 2007-2016
(Australian Bureau of Statistics, 2017).
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Cost of male suicide on society
The cost of suicide on Australian society is both economic and social,
with far reaching impacts on Australian communities. The economic cost is
comprised of direct (e.g. coronial inquiries and ambulance services) and indirect
(e.g. lost economic contribution due to premature death) factors. Current
estimates suggest that the economic cost of suicide and non-fatal suicidal
behaviour in Australia during 2014 was $6.73 billion (Kinchin & Doran, 2017),
with over 90% of the cost of suicide attributable to male deaths (Klynveld Peat
Marwick Goerdeler [KPMG] Health Economics, 2013). A report prepared for
Menslink found that in 2012, more than 108,000 years of human life were lost to
suicide, with the greatest loss of life affecting men aged 25-29 years (KPMG
Health Economics, 2013). While the human cost of suicide is immeasurable, it is
estimated that each suicide intimately impacts at least 10 other people (Botha,
Guilfoyle, & Botha, 2009; Wrobleski, 1991). Other estimates suggest that for
every suicide, between 135 and 425 people knew about, and thus, were exposed
to suicide (Cerel et al., 2018; Crosby & Sacks, 2002). Within the context of the
workplace or an educational facility, this rate may increase further (WHO, 2000).
The emotional impact on the those bereaved by suicide is significant with suicide
bereavement being associated with, but not limited to, feelings of grief, guilt,
shame, and hopelessness (Cvinar, 2005; Jordan & McIntosh, 2010). The
aftermath of suicide transcends the individual, and has wide-ranging social,
emotional and economic impacts on the communities left behind (Mendoza,
2009). Due to the vulnerability of male populations and the fatal consequences of
inaction, targeted suicide intervention is needed to identify men at risk of suicide.

5

Supporting help-seeking among suicidal men
Research suggests that men are less likely to seek help than women
(Doherty & Kartalova-O’Doherty, 2010; Levinson & Ifrah, 2010; MöllerLeimkühler, 2003), and that when they do seek help, are often initially referred
by friends, partners, or other indirect sources of help (River, 2018; Seidler,
Dawes, Rice, Oliffe, & Dhillon, 2016; Seidler et al., 2018; Seymour-Smith,
Wetherell, & Phoenix, 2002). For example, one study found that ninety-six
percent of males had been encouraged by others to seek help from a mentalhealth professional, and thirty-seven percent indicated that without this influence
they may not have sought help at all (Cusack et al, 2004). The importance of
help-giving in pathways to mental-health service usage among men is
contextualised by emerging research that suggests a suicidal individual’s ability
to seek help may be inhibited by cognitive, neuroanatomical, and neurobiological
changes that result in: 1) difficulties redirecting thinking away from suicide and
towards seeking help; 2) difficulties in perceiving availability of support from
help sources; 3) difficulties recalling previous positive helping events to support
current help-seeking behaviours; and 4) difficulties in identifying and describing
current suicidal thoughts and needs for help (Wilson et al., 2017). Combined,
these findings emphasise the necessity of refocusing research on ways for those
in a position to provide support to identify suicidal men and facilitate pathways
into ongoing mental-health care regardless of time or location.
The role of telephone crisis helplines in suicide intervention among men
Telephone crisis support has been promoted as an important component
of comprehensive suicide prevention and intervention systems (Covington &
6

Hogan, 2011; World Health Organisation, 2014). The immediacy and
accessibility of telephone crisis support positions it as a service that can both
prevent suicide by facilitating the identification and support of people in crisis
that may lead to suicidal behaviour (James & Gilliland, 2013), and provide
intervention for suicidal behaviour in progress (Gould et al., 2016; Gould,
Kalafat, Harrismunfakh, & Kleinman, 2007; Joiner et al., 2007).
Research has offered support for telephone crisis helplines as a suicide
intervention modality (Gould et al., 2018; Gould, Cross, Pisani, Munfakh, &
Kleinman, 2013; Gould et al., 2007; King, Nurcome, Bickman, Hides, & Reid,
2003; Mishara & Daigle, 1997). A range of self-report and observer-rated studies
assessing the outcomes of telephone crisis support have generally found that
callers tend to improve throughout the duration of a call, as assessed by mentalstate and suicidal ideation measures (Gould et al., 2013, 2007; Gould, Munfakh,
Kleinman, & Lake, 2012; King et al., 2003; Mishara & Daigle, 1997). In
particular, an evaluation of telephone personnel who were trained to identify and
respond to callers at risk of suicide found that at the end of the call callers’ were
more likely to be rated as becoming less depressed, less overwhelmed, less
suicidal, and more hopeful (Gould et al., 2013). This finding situates telephone
crisis support—an immediate, anonymous and cost-effective source of crisis
intervention—as a viable support option to identify and respond to men who may
be experiencing suicidal crisis.
Suicide intervention training
The staff at telephone helplines, referred to as Telephone Crisis Workers
(TCWs) in this thesis, are frequently volunteer paraprofessionals (Pirkis et al.,
7

2016; Rek & Dinger, 2016), and come from a wide variety of backgrounds with
different personal and professional experiences. To ensure continuity of care, it is
common practice for telephone crisis helplines to train to their staff in
standardised crisis and suicide intervention protocols, to assist TCWs in the
appropriate identification of, and response to, callers who are potentially suicidal
(Gould et al., 2016; Joiner et al., 2007; Lifeline Australia, 2015; Turley, 2013).
For example, TCWs at Lifeline Australia are trained using two different
intervention models to facilitate efficient and appropriate responses to people in
crisis: the Crisis Support Practice Model (CSPM)(Lifeline Australia, 2015), and
the Applied Suicide Intervention Skills training model (ASIST)(LivingWorks,
2014). Phase 1 of the training that TCWs complete prior to answering crisis line
calls requires a minimum of 67 contact hours over 3 months. The training
sessions are delivered using a blend of e-learning and face-to-face modules,
where TCWs are given background to the types of issues callers may present
with (e.g. grief and loss, relationship issues, suicidal ideation etc.), and are
guided through roleplays to practice structuring their support of the caller with
the CSPM and ASIST models. In Phase 2, during live crisis calls, TCWs are
monitored and given feedback on their support of callers using the CSPM and
ASIST models by experienced TCWs.
The two models have distinct roles in helpline service provision. The
CSPM is initially used in every crisis call to guide TCWs in the skills involved in
the model steps: connecting with the caller, focusing the call, relieving distress,
enabling coping, and deciding on next steps (see Figure 1.2). TCWs are trained
to monitor callers’ potential suicidality while progressing through the CSPM by
asking about suicidal thoughts in every call. If possible suicidality is identified,
8

TCWs are directed to apply techniques from the ASIST model in three phases—
connecting with suicide, understanding choices, and assisting life—to collaborate
with callers in developing a safe-plan (see Figure 1.3). The CSPM and ASIST
models are related yet distinct in their objectives; TCWs use the CSPM to
support callers in crisis through empathetic listening and collaborative problem
solving, and use ASIST to ensure the immediate and short-term safety of callers
at risk of suicide. Importantly, use of the appropriate support model is dependent
on the accurate identification of the caller’s potential suicidality.

Figure 1.2 The Lifeline Crisis Support Practice Model (Lifeline Australia, 2015).
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Figure 1.3. The ASIST Model (Livingworks, 2014)
Factors impacting the identification of male suicidal callers
There has been little research on factors that may impact the
identification and subsequent support of suicidal men on telephone crisis
helplines. Telephone crisis helplines are usually one-off and time-limited
interventions in which the TCW has little access to background information or
non-verbal communication strategies (Christogiorgos et al., 2010; Pirkis et al.,
2016). This time- and information-limited intervention modality poses
difficulties identifying the presence of suicidality if a caller is unable or
unwilling to verbally express suicidal intent to the TCW. A recent retrospective
case-file audit of 157 suicidal patients found that up to two-thirds of patients
denied having suicidal ideation when last directly asked, yet half died by suicide
within two days (Berman, 2017). There is also evidence that suicidal men in
particular have impaired ability to articulate feelings of distress, despair, and
10

suicidal ideation (Brownhill, Wilhelm, Barclay, & Schmied, 2005; Honkalampi
et al., 2000; McQueen & Henwood, 2002). If the caller’s verbal indication of
suicidal intent is absent, the TCW may need to infer whether suicidal ideation
could be present and the degree of severity from the caller’s presentation, before
directing further questioning about the caller’s suicidal intent and the TCW’s
selection of the appropriate support model. Errors may occur in TCWs’
interpretation of, and response to, callers’ suicidal presentation if suicidal intent
is not directly stated. There is substantial evidence to suggest that when decisions
are made in a context of ambiguity, such as the identification of a caller’s
potential suicide risk, people rely on heuristics and biases to inform decisionmaking (Croskerry, 2009b; Gigerenzer & Gaissmaier, 2011; Tversky &
Kahneman, 1974). Due to the consequences of unsuccessful suicide intervention,
it is important to ensure that current practices are sufficient to accurately identify
and respond to male suicidal presentation in a way that facilitates further helpseeking.
Conceptual Frameworks
This PhD is based on two conceptual frameworks to investigate factors
that may influence how TCWs identify and respond to male suicidal
presentation: the processes of pattern recognition (Croskerry, 2002, 2009a) and
the social-relational theory of gender (Ridgeway & Correll, 2004; Ridgeway &
Smith-Lovin, 1999). Each framework is briefly introduced and their relationship
is discussed below.

11

Pattern recognition and decision-making
Pattern recognition has been implicated in clinicians’ and health-care
professionals’ identification of, and response to, clients’ presenting issues
(Croskerry, 2009a, 2009b; Monteiro & Norman, 2013). In the context of medical
decision-making, pattern recognition is defined as the “non-conscious
recognition of problem-states based on patterns of features that prime appropriate
scripts in memory” developed through prior learning and experience (Loveday,
Wiggins, Festa, Schelll, & Twigg, 2013, p. 1). These patterns highlight relevant
information to provide expectancies and suggest appropriate responses to the
pattern of presentation (Klein, 2008, 2015; Klein, Calderwood, & ClintonCirocco, 2010). Pattern recognition has been argued to form the basis of
expertise across a wide variety of domains (Loveday et al., 2013; Shanteau,
2015) and is effective much of the time, including in situations which are under
extreme time-pressure and stress (Croskerry, 2009b; Klein et al., 2010).
Consequently, pattern recognition plays an important role in the efficient
identification of suicidality in individuals and in facilitating effective decisionmaking in relation to treatment and management (Croskerry, 2009a).
Across psychoeducational training for professionals and the general
community, it is common practice to train the identification of individuals at risk
of suicide through lists of signs of suicide signs (Kitchener, Jorm, & Kelly, 2017;
LivingWorks, 2016). Suicide signs, also known as suicide invitations or warning
signs, are defined as indications of current suicidality that are observed by or
reported to another person, and indicate risk for suicide within minutes, hours or
days (Rudd, 2008; Rudd et al., 2006). TCWs are trained to recognise signs of
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suicide that are consistent with those promoted within the clinical and research
community and include: intense feelings of anger, increased alcohol or drug use,
recklessness or engagement in risky activities, withdrawal from friends, family or
society, agitation or restlessness, expressing that there is no reason for living,
dramatic changes in mood, hopelessness, feeling trapped or stuck, inability to
sleep or sleeping all the time, and intent to seek revenge (Mandrusiak et al.,
2006; Rudd, 2008; Rudd et al., 2006). ASIST training emphasises the need for
TCWs to monitor potential suicide signs in all callers equally, regardless of
membership to at-risk groups, such as men (LivingWorks, 2013). Yet, it is not
currently known whether commonly disseminated signs of suicide are sufficient
for TCWs to identify male callers at risk of suicide.
It is possible that TCWs supplement their training by learning
combinations of suicide signs from their own personal and professional
experience to assist identifying male callers at risk of suicide. The subjectivity
involved in interpreting suicide signs has led to the argument that suicide signs
are only meaningful when interpreted as a pattern (Rudd, 2008; Rudd et al.,
2006; Tucker, Crowley, Davidson, & Gutierrez, 2015). It is common practice
across psychoeducational training for professionals and community members to
list single signs of suicide, rather than how to recognise patterns of signs that
indicate whether suicidal risk could be present, and the degree of risk that could
be associated with different patterns (Kitchener et al., 2017; LivingWorks, 2016).
Consequently, if TCWs do rely on patterns of suicide signs to identify suicidal
callers there may be a discrepancy between common training approaches and the
information required to identify suicidality in practice. To bridge a potential
knowledge gap it is likely that, in combination with their experience on
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telephone crisis helplines, TCWs develop knowledge about common signs of
suicide and risk associated with patterns of suicide signs from a variety of
sources including personal experience, media reporting, print media, and
television and film depictions (Gould, Jamieson, & Romer, 2003; Jorm, 2000). In
this way, TCWs may develop expectancies about patterns of signs in the caller’s
presentation that the TCW believes are likely to suggest the presence of current
suicidality. It is likely that this belief will direct the TCW’s selection of support
skills to ensure the caller’s safety.
Social-relational theory of gender
If TCWs develop expectancies about patterns of suicide signs that are
associated with suicide risk, it is possible that these are influenced by gender.
Gender refers to a system of social relations and practises that constitute people
as two different categories, male or female (Connell, 2005; Ridgeway & Correll,
2004), and define the “differing characteristics of men and women and how they
are expected to behave” (Ridgeway & Correll, 2004, p. 512, emphasis added).
According to the social-relational theory of gender, gender acts as a primary
frame for interpreting the behaviour of others (Ridgeway & Correll, 2004;
Ridgeway & Smith-Lovin, 1999). The categorisation of self and other as male or
female is argued to form the basis of a mental model that provides a wealth of
information and knowledge about how individuals can be expected to behave
based on prior learning (Johnson-Laird, 1983; Johnston & Hawley, 1994; Macrae
& Bodenhausen, 2000). This mental model is based on cultural beliefs that define
a narrow range of distinguishing characteristics and expected behaviours of men
and women that are broadly held by members of a society (e.g. men are seen as
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having instrumental rationality and women are seen as having passive
emotionality) (Eagly, Wood, & Diekman, 2000; Fiske, Cuddy, Glick, & Xu,
2002; Haines, Deaux, & Lofaro, 2016). Consequently, the fundamental
understanding of whether a person is male or female is argued to prime gender
expectations and functions as a basic social category that frames all subsequent
categorisations (Ito & Urland, 2003; Ridgeway, 2009; Ridgeway & Correll,
2004; Ridgeway & Smith-Lovin, 1999; Stangor, Lynch, Duan, & Glas, 1992). In
the context of telephone crisis support, a caller’s gender identity is rarely
explicitly stated but is one of the most discernible characteristics available from
vocal qualities such as timbre, resonance, and vocal style (Belin, Fecteau, &
Bédard, 2004; Fitch & Giedd, 1999; Mullennix, Johnson, Topcu-Durgun, &
Farnsworth, 1995). It is possible that the perception of whether a caller is male or
female frames subsequent interpretation of presenting issues and categorisation
of call type.
The potential for gender to frame TCWs’ identification of, and response
to, callers’ presenting issues may be particularly relevant in the context of suicide
intervention where gender may be salient to understanding suicidal risk
(Ridgeway, 2009; Ridgeway & Correll, 2004; Ridgeway & Smith-Lovin, 1999).
Suicide is widely regarded as a gendered phenomenon (Canetto & Sakinofsky,
1998; Hunt, Wilson, Caputi, Woodward, & Wilson, 2016; Jaworski, 2014;
Payne, Swami, & Stanistreet, 2008). As previously discussed, across most
higher-income countries men are overrepresented in suicidal fatalities and
women in suicide attempts, (Canetto & Sakinofsky, 1998; Johnston, Pirkis, &
Burgess, 2009; World Health Organisation, 2014), which has contributed to the
perception that suicide is a predominantly masculine phenomenon (Cleary, 2012;
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Fullagar & O’Brien, 2015; Jaworski, 2010; Scourfield, Jacob, Smalley, Prior, &
Greenland, 2007). These gender differences in suicide statistics contribute to and
reinforce binary notions of male and female experience and expression of
suicidality (Canetto, 1992; Cleary, 2012; Evans, Scourfield, & Moore, 2014).
Although it may be appropriate for TCWs to be vigilant in response to male
suicidal risk, these gendered associations may bias decision-making if applied on
an individual basis in the interpretation of suicidal behaviour. The fundamental
understanding of whether a caller is male or female may impact the signs TCWs
listen for in suicidal presentation, the rating of potential suicide risk, and
subsequent intervention decisions (Hunt et al., 2016) (Appendix B). To ensure
that male callers with thoughts of suicide are effectively and appropriately
identified by telephone crisis helplines, an understanding of the impact of
perceived gender on TCWs’ identification of, and response to, callers’ suicidal
presentation is warranted.
Methodological Framework
The main goal of this thesis is to examine whether perceived gender
might impact the process of help provision by TCWs, in a scientifically rigorous
way that was appropriate for the telephone helpline context. A paucity of
previous research investigating the impact of gender on helpers’ responses to
suicidal presentation precluded in vivo study designs as the justification for
collecting data by listening to actual crisis line calls may potentially compromise
caller privacy and confidentiality (Mishara & Weisstub, 2005). Consequently, an
experimental study was co-designed by the researchers and crisis helpline that
balanced the need to examine TCWs’ behaviour and callers’ safety by using an
online self-report survey in a repeated-measures design that was cued by a
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vignette that described a suicidal caller. The co-design process and the resultant
method are thoroughly described in Chapters 4 and 5 respectively.
Aims
The primary aim of this thesis is to examine the extent to which perceived
gender impacted TCWs’ interpretation of, and response to, callers expressing
signs of suicide. This overarching aim was supported by secondary aims which
were: (1) to identify directions for future research to optimise service provision
of telephone crisis support for suicidal men; (2) to examine the literature
identifying signs of suicide among men through which TCSs can identify male
callers experiencing thoughts of suicide; and (3) to develop and implement an
experimental design investigating the impact of gender on telephone support for
suicidal men at a telephone helpline using a co-design process.
Thesis structure
This thesis is presented in a Type 2 PhD by compilation format with eight
chapters that include five peer-reviewed articles. The purpose, title, design, aims
and research questions of each article are listed in Table 1.1. Each article
sequentially responds to the secondary aims and culminates in addressing the
primary thesis aim. Chapter 1 has provided an introduction to the scope and
focus of the thesis. Chapter 2 addresses the first secondary aim of this thesis by
examining how the telephone crisis support context may impact the provision of
care to suicidal men to provide future directions for suicide prevention research.
Chapter 3 addresses the second aim of the thesis by systematically reviewing the
research literature to identify signs of suicide among men. Chapter 4 addresses
the third aim by using a community partnership model for community-engaged
17

research to develop and implement an experimental-design that reflects a balance
of scientific design and community requirements. Chapter 5 outlines and justifies
the design and methodological choices of the thesis. Chapters 6 and 7 address the
fourth aim by reporting the results of a two-part experimental study that explores
the extent to which gender influences TCSs’ identification and response to
callers experiencing thoughts of suicide. Finally, Chapter 8 provides a summary
of the findings from the three stages of research, and considers the implications,
limitations, and directions for future research emergent from the thesis.
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Table 1.1
PhD Stages including purpose, article title, design, aims, and research objectives
Stage
1:
Literature
review

2: Method
development

3: Empirical
Study

Aim
To identify directions for future
research to optimise service
provision of telephone crisis
support for suicidal men.
To examine the literature
identifying signs of suicide among
men through which TCSs can
identify male callers experiencing
thoughts of suicide.
To use a community-academic
partnership model to develop and
implement an experimental design
investigating the impact of gender
on telephone support for suicidal
men at a telephone helpline

To explore the impact of gender on
TCSs interpretation of and
response to callers presenting signs
of suicide.

Article title
Article 1: Intervention
among suicidal men:
Future directions for
telephone crisis support
research
Article 2: Signs of suicide
among men: A systematic
review

Article 3: Using a
community-academic
partnership model for
community-engaged
suicide prevention
research: A case-study

Article 4: Patterns of
signs that telephone crisis
support workers associate
with suicide risk in
telephone crisis line
callers.
Article 5: The impact of
gender on Telephone
Crisis Supporter
interpretation of and
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Research questions
1.1 How can future research optimise service
provision of telephone crisis support for suicidal
men?
2.1 What are men’s signs of suicidality identified in
the research literature?
2.2 What directions for future research are indicated
by gaps in the current literature of signs of
suicide among men?
3.1 How can a community-academic partnership
model be used to develop research designs
using the principles of community-engaged
research?
3.2 What are the key considerations in designing
research methodology for implementation with
telephone crisis line volunteers?
3.3 How can an experimental design be executed in
the telephone crisis line context?
4.1 Are there patterns of suicide signs that TCWs
use to decide whether a caller might be suicidal?
4.2 If there are patterns, does the gender of either
the caller or TCW influence the suicide risk that
TCWs associate with different patterns of signs?
5.1 Does caller gender impact TCWs’ rating of
callers’ possible suicide risk?
5.2 Is there an association between TCWs’ ratings
of callers’ possible suicide risk and their

response to callers’
presentation of suicidality
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intention to use intervention-oriented or
support-oriented skills with male and female
callers?
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Chapter 2
Preamble
The introduction presented telephone crisis helplines as a viable support
option to identify and respond to suicidal men in a way that promotes their
safety. Article 1, Intervention among suicidal men: Future directions for
telephone crisis support research, expands on this to thoroughly discuss the
attractiveness and effectiveness of telephone crisis support for suicidal men. In
particular, the article provides a careful examination of how the telephone crisis
support context may impact the process of help-provision for suicidal men and
how this should be addressed in future research. The content of this perspective
article, published in Frontiers in Public Mental Health, underpins and justifies
the focus of this thesis, and highlights the imperative of examining how suicidal
men are identified and responded to on telephone crisis helplines to optimise
service provision for male callers.
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Intervention among suicidal men: Future directions for
telephone crisis support research
Hunt, T., Wilson, C. J., Woodward, A., Caputi, P., & Wilson. I. (2018).
Intervention among suicidal men: Future directions for telephone crisis support
research. Frontiers in Public Mental Health, 6(1), 1-7. doi:
10.3389/fpubh.2018.00001
Abstract
Telephone crisis support is a confidential, accessible and immediate
service that is uniquely set up to reduce male suicide deaths through crisis
intervention. However, research focusing on telephone crisis support with
suicidal men is currently limited. To highlight the need to address service
delivery for men experiencing suicidal crisis, this perspective article identifies
key challenges facing current telephone crisis support research and proposes that
understanding of the role of telephone crisis helplines in supporting suicidal men
may be strengthened by careful examination of the context of telephone crisis
support, together with the impact this has on help-provision for male suicidal
callers. In particular, the impact of the time- and information-poor context of
telephone crisis support on crisis line staff’s identification of, and response to,
male callers with thoughts of suicide is examined. Future directions for research
in the provision of telephone crisis support for suicidal men are discussed.
Keywords: men; suicide; suicide intervention; crisis intervention; telephone crisis
line; telephone helpline
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Introduction
International mental-health policy has highlighted the role of telephone
crisis support in comprehensive suicide intervention systems as a necessary
provider of immediate, anonymous, accessible, and cost-effective crisis
intervention (Covington & Hogan, 2011; Suicide Prevention Australia, 2014;
Woodward & Wyllie, 2016; World Health Organisation, 2014). This emphasis
highlights the importance of establishing the efficacy and service outcomes of
telephone crisis support in vulnerable communities. To date, little research has
focused on telephone crisis support among men – a population group that have a
higher prevalence of mortality from suicide than other groups (Hvidt, Ploug, &
Holm, 2016; Krysinska & De Leo, 2007). Highlighting areas for future research,
this perspective article identifies key challenges facing current telephone crisis
support research and proposes that understanding of the role of telephone crisis
helplines in supporting suicidal men may be strengthened by careful examination
of the context of telephone crisis support, together with the impact this has on
help-provision. This perspective specifically focuses on the potential impact of
the time- and information-limited telephone crisis support context has on the
provision of care to men who are currently suicidal.
Suicide risk among men
Suicide is a leading cause of death around the world (World Health
Organisation, 2014). Global estimates report that in 2015, 10.7 people per 100
000 took their own life by suicide (World Health Organisation, 2017). These
statistics are likely to underreport the true incidence, with cultural taboos,
criminalisation of attempted suicide, and record keeping procedures impacting
the statistical recording and reporting of suicide (Carr, Hoge, Gardner, & Potter,
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2004). From the records available, it is evident that there are consistent sociodemographic patterns associated with the prevalence of suicide deaths. In highincome western countries, such as Australia, USA, New Zealand and Canada,
suicide prevalence tends to be higher than low- and middle-income countries
(12.7 compared to 11.2 per 100 000 population) (World Health Organisation,
2014). In high-income countries, men account for around 3 times as many deaths
by suicide than women, but the gender ratio reduces to 1.5 men for each woman
in low- and middle-income countries. The consistency of the gender-ratio in
suicide prevalence across higher-income countries, suggests there may be
common social and cultural factors that contribute to the suicide ratio across
countries. These factors may include availability of different means of suicide,
gender differences in the acceptability of self-destructive behaviour between men
and women, and constructions of masculinity and associated beliefs about the
appropriateness of help-seeking for suicidality (Cleary, 2017; MöllerLeimkühler, 2003; Player et al., 2015). There is also research reporting that
help-seeking practices among men are varied (River, 2018; Smith, BraunackMayer, Wittert, & Warin, 2008), with some men avoiding mental-health services,
but others actively seeking help from a variety of sources including family,
friends, GPs, and allied-health services who can redirect suicidal men to mentalhealth services (River, 2018; Trudiver & Talbot, 1999; Vogel, Wade, Wester,
Larson, & Hackler, 2007). The unique characteristics of help-seeking practices
among suicidal men position telephone crisis support as a viable option for
identifying and responding to suicidal males in a way that facilitates further helpseeking.

40

Is telephone crisis support attractive for suicidal men?
Telephone crisis support services have been developed and implemented
around the world to provide support to people experiencing crisis, which is
defined as a time-limited state of psychological disequilibrium that surpasses the
person’s current resources and coping ability (Coman, Burrows, & Evans, 2001;
Gould, Kalafat, Harrismunfakh, & Kleinman, 2007; James & Gilliland, 2013).
The experience of crisis may be related to a wide range of issues, including
mental-health problems (e.g. depression), navigating social, emotional, and
environmental stressors, or the experience of social isolation and loneliness.
Telephone crisis lines often have a particular focus on identifying and
responding to suicidal individuals, as life stressors can trigger suicidal crisis,
particularly when combined with pre-existing mental-health conditions such as
depression (Currier, Spittal, Patton, & Pirkis, 2016; Gould et al., 2016; Knox,
Conwell, & Caine, 2004). Crisis lines are usually staffed by paid and unpaid
volunteers and paraprofessionals who are trained in crisis and suicide
intervention (Coman et al., 2001; Middleton, Gunn, Bassilios, & Pirkis, 2014).
This includes guidelines on the identification of callers in a suicidal state and
strategies to reduce callers’ current experience of crisis and/or suicidal states, and
to enhance the safety of callers by referring to ongoing support (Gould, Cross,
Pisani, Munfakh, & Kleinman, 2013). By their nature, calls to telephone crisis
helplines are often anonymous and are often intended to be a once-off
intervention (Kalafat, Gould, Munfakh, & Kleinman, 2007).
Statistics describing mental-health service usage suggest that men who
seek help for mental-health problems access telephone crisis support at
comparable rates to other sources of psychological support (Machlin, King,
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Spittal, & Pirkis, 2014; The Australian Institute of Health and Welfare, 2016).
For example, in 2012–2013 men accounted for approximately 40% of callers
who accessed the four main national Australian helplines (Machlin et al., 2014),
as well as for approximately 33% of clients who accessed psychologists and
other allied health services (Australian Institute of Health and Welfare, 2013).
Although it is not known whether the rate of suicidal men who accessed a
telephone crisis support was similar to that for the other professional mentalhealth services, these statistics suggest that telephone crisis support services can
be attractive to a large proportion of men dealing with at least some types of
mental-health problems, many of which co-occur with suicide risk.
Potential reasons for the attractiveness of telephone crisis support for
males include having a confidential environment, accessibility regardless of
geographical location, a lack of screening or entry assessment, the ability to
terminate the call at any time, and person-centred, collaborative problem-solving
support approaches (e.g. Feo, 2012; Mensline Australia, 2016). Providing a
question for future research, it is possible that these characteristics are equally
attractive to suicidal men. If so, it would mean that telephone crisis support has
the potential to provide a unique opportunity for identifying men with thoughts
of suicide and acting as an important triage service that can support suicidal men
to engage with other services. It would also highlight the importance of research
to (i) identify ways to optimize telephone crisis support for males, (ii) areas and
strategies for ongoing gender-specific training to upskill those who provide
telephone crisis support for males, and (iii) ways to improve policy relating to
telephone crisis support for suicidal males.
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Evidence for telephone crisis support
Telephone crisis support services are widely promoted (Covington &
Hogan, 2011), yet evidence attesting to the efficacy of telephone crisis support
services is less than equivocal. This may be in part due to the anonymous nature
of the service and the methodological and ethical restrictions associated with
evaluating intervention effectiveness in a suicidal population (Mishara & Daigle,
1997; Mishara & Weisstub, 2005). Ethical issues preclude traditional pre-post
follow-up designs in populations that are acutely suicidal, which may otherwise
evaluate the efficacy of telephone crisis support. Recently, Hvidt, Ploug, and
Holm (2016) conducted a systematic literature review which examined efficacy
studies that were published over the past 45 years to determine whether current
research supports the use of telephone crisis intervention with suicidal callers. By
examining all relevant outcome measures, Hvidt et al (2016) provided a
comprehensive overview of the impact of telephone crisis support services on
suicidal callers. The review found 18 articles meeting inclusion criteria that
suggested telephone crisis lines can be effective in reducing imminent suicide
risk for both male and female callers at the time of the call (e.g. Gould et al.,
2013, 2007; King, Nurcome, Bickman, Hides, & Reid, 2003; Mishara & Daigle,
1997). This finding was also balanced with the caution that the strength of
current research is limited due to “sub-optimal designs and outcome measures”
(p.156) which needs to be rectified in future telephone crisis support research.
Another question for future research is to carefully examine whether the
context of telephone crisis support impacts the help that suicidal callers can be
provided. In the development of suicide prevention technologies, methods of
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intervention are often transposed from one modality to another, such as from the
application of face-to-face support methods to the telephone crisis support
context, or from telephone crisis support methods to internet chat-based services
(Mishara & Kerkhof, 2013). The validity and reliability of research results might
be hampered if the research design does not assess how these different contexts
impact the effectiveness of commonly-used telephone crisis support procedures.
For example, research needs to examine the impact of the telephone context on
the identification of suicide risk among male callers who are unable or unwilling
to express suicidality. Investigating the impact of context on telephone crisis
support procedures may be facilitated by collaboration between researchers and
telephone crisis services using a co-design process to produce research that
reflects both scientific rigor and the needs of the organisation. Co-designed
research has been shown to produce results that are directly and efficiently
translatable into service outcomes (Freire & Sangiorgi, 2010; Glasgow &
Emmons, 2007; Green, 2008; Hunt, Wilson, Woodward, Caputi, & Wilson,
2017). Understanding how telephone crisis support is distinct from other mentalhealth support modalities is likely to facilitate a clearer understanding of the
conditions under which telephone crisis support is appropriate and effective,
particularly for men.
Factors impacting the support of suicidal men in the telephone crisis
support context
The capacity of telephone crisis workers (TCWs) to identify and assist
suicidal male callers quickly and effectively is likely to be challenged by the
time-limited telephone crisis line context. Traditionally, suicide assessment and
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intervention in face-to-face counselling, and other sources of professional help,
depend on verbal and non-verbal communication skills. Non-verbal
communication contributes to building both the relationship and the mutual
understanding between counsellor and male clients, which is vital in successful
suicide intervention (Bedi & Richards, 2011; Michel, 2011; Tickle-Degnen &
Gavett, 2003). It serves a wide range of functions in the clinical setting,
particularly through regulation of the interaction by establishing rules such as
turn-taking and showing sensitivity to changes in the relationship (Highlen &
Hill, 1984), conveying vital information such as empathy (Tickle-Degnen &
Gavett, 2003) and understanding (Scherer & Grandjean, 2008), and enhancing
rapport–particularly with male clients—through portraying interest and
engagement with the client’s intentions, issues and emotions (Bedi & Richards,
2011).
In telephone context, non-verbal communication is limited
(Christogiorgos et al., 2010), but often necessary for accurately identifying males
in suicidal crisis. Valuable information about emotional distress (Roter, Frankel,
Hall, & Sluyter, 2005), stress or agitation (Ulrich & Harms, 1985), and
depression (Ellgring, 2007) is contained in non-verbal cues that provide
important information if men are unable or unwilling to reveal their suicidal state
(Wester, Vogel, Pressly, & Heesacker, 2002). In the telephone context, this is
absent.
Emphasising the importance of non-verbal cues in detecting suicidal risk,
a retrospective case-file audit of 157 suicidal patients found that up to two-thirds
of patients denied having suicidal ideation when last asked, yet half died by
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suicide within 2 days (Berman, 2017). Additional research suggests that this lack
of disclosure is likely to result from affect regulation difficulties that impair
suicidal individuals’ neurological capacity to identify and describe current
emotions (Wilson, Thomas, & Furlong, 2017). There is also evidence that
suicidal men in particular, have impaired ability to articulate feelings of distress,
despair, and suicidal ideation (Honkalampi et al., 2000; McQueen & Henwood,
2002). The telephone context relies on verbal expressions of suicidal intent to
identify suicidal callers.
If a caller is unable or unwilling to express suicidal intent, TCWs are
dependent on verbal communication components to identify whether a caller is
suicidal before making support-relevant decisions. These include silence,
inflection, tone, timbre, intensity, and speed (Christogiorgos et al., 2010). In the
absence of direct statements of suicidal intent, TCWs may rely on information
such as callers’ background or characteristics (e.g. callers’ gender) to make
inferences about the likelihood that callers are suicidal and to guide interactions
with the caller (Snyder & Thomsen, 1988; Tandos & Stukas, 2010). For example,
whether a caller is male or female may shape the information that TCWs listen
for to identify the presence of suicidal intent. This type of information processing
short-cuts may be highly efficient (Croskerry, 2009; Tversky & Kahneman,
1974), but only in so much as the TCWs’ knowledge and expectations of signs of
suicidal presentation in male and female callers are accurate. The telephone
context requires TCWs to be specifically trained in strategies and techniques to
identify suicide risk from non-verbal cues and signs that each suicidal caller
provides.
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Recognising correlates of suicide risk among men
While telephone supporters are often purposefully trained not to
conduct clinical assessment or diagnosis of specific psychiatric conditions that
occur with suicidal ideation and behaviour (e.g. Lifeline Australia, Suicide
Prevention Lifeline USA), it is still important for TCWs to be able to recognise
and respond to correlates of suicide, including those that may indicate the
presence of psychiatric conditions. For example, cannabis use or dependence can
be critically involved in promoting suicide risk with co-occurring psychiatric
conditions (Serafini et al., 2012), and acute alcohol use and negative life-events
predict proximal increases in suicidal ideation immediately preceding suicide
attempts (Bagge, Littlefield, Conner, Schumacher, & Lee, 2014). Results of a
recent systematic review of the relationship between alcohol consumption and
suicidal behaviour suggest that the association between alcohol consumption and
suicidal behaviour is stronger among men compared to women, although this is
subject to cultural variation (Norström & Rossow, 2016). Given that emergent
research suggests that the suicidal process has time-limited periods of acute
intensity (Bryan & Rudd, 2016; Deisenhammer et al., 2009; Kattimani, Sarkar,
Menon, Muthuramalingam, & Nancy, 2016), near-term predictors of suicide
attempts, such as substance use, which are often detected through telephone
crisis support may make it easier to detect current suicide risk among callers –
particularly suicidal male callers. Due to the difficulties involved in relying on
verbal statements of suicidal intent, having the potential for increased access to
callers’ information about existing correlates of suicide risk highlights the need
for TCWs to also be trained in ways to identify non-verbal signs of psychiatric
conditions that commonly co-occur with suicide risk.
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Is gender bias promoted by the telephone context?
In the absence of the callers specifically stating their suicidal intent,
TCWs’ identification and interpretation of callers at risk for suicide from suicide
signs is likely to involve pattern recognition (Rudd et al., 2006). Pattern
recognition is defined as the “non-conscious recognition of problem-states based
on patterns of features that prime appropriate scripts in memory” (Loveday,
Wiggins, Festa, Schelll, & Twigg, 2013, p. 1). The use of pattern recognition is
adaptive within time- and information-limited contexts (Campbell, Croskerry, &
Bond, 2007; Croskerry, 2002), and is often highly effective (Gigerenzer &
Gaissmaier, 2011; Tversky & Kahneman, 1974). However, basing decisionmaking on pattern recognition can be prone to error, particularly if TCWs’
expectations contribute to selective attention to features of the call that mislead
subsequent interpretation of, and response to, the caller’s actual presentation
(Croskerry, 2009). This may take the form of asking questions about suicide that
are not best matched to the individual needs of the caller. For example, research
has found that TCWs identify different patterns of suicide signs that are
associated with suicide risk in male and female callers, which may contribute to
under-identification of suicidal callers if they present differently to the TCWs’
expectations (Hunt, Wilson, Caputi, Wilson, & Woodward, 2018). Alternatively,
if a TCW predicts that a caller is suicidal but unlikely to talk about their intent,
the TCW might appeal to authority to facilitate asking the question, “We have to
ask this to everybody, but do you have thoughts of harming yourself”, which
may inadvertently minimise the callers’ experience (Berman & Silverman,
2017).
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There are potential implications for the provision of care to suicidal male
callers if TCWs use misinformed or biased pattern recognition to support
decision-making. In particular, research has found different associations between
gender and suicidal behaviour in men and women that may influence TCWs’
interpretation of callers’ suicidal presentation (McAndrew & Garrison, 2007;
Scourfield, Fincham, Langer, & Shiner, 2012; Scourfield, Jacob, Smalley, Prior,
& Greenland, 2007). Focus group interviews with young people found that they
associated suicide in men with strength, courage, honour, impulsivity and
decisiveness, whereas, young people associated suicide in women with love and
relationships, manipulation and revenge, and a plea for help (Scourfield et al.,
2007). These associations appear to be broadly shared, and consistent with
patterns identified in the narratives of the deaths of men and women that are
reported by friends and relatives (Owens & Lambert, 2012), as well as in media
reporting about suicide (Chen, Yip, Tsai, & Fan, 2012; Eisenwort, Till,
Hinterbuchinger, & Niederkrotenthaler, 2014). It is possible that gender-based
associations of male and female suicidal behaviour influence TCWs’
expectations about suicidal presentation, impacting subsequent patternrecognition processes. If pattern recognition fails due to TCWs’ expectations
about male callers’ suicidal presentation, men at risk of suicide may not be
identified and vital intervention opportunities may be missed, with potentially
fatal consequences. The same may be also true for suicidal female callers.
Future directions for telephone crisis support research
The challenges that are described in this perspective, including the
restricted time- and information-context, highlight several directions for future
research that have potential to enhance service delivery. First, the telephone
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crisis support context may restrict TCWs’ capacity to identify suicidal callers if
they are unable or unwilling to express suicidal intent. In the absence of verbal
statements of suicidal ideation, TCWs may rely on pattern recognition of suicide
signs to identify imminent suicidal risk (Rudd, 2008; Rudd et al., 2006). The
reliability of currently circulated signs of suicide has been questioned (Bryan et
al., 2017; Fowler, 2012), and points to the need for future research to determine
whether signs of suicide that are currently used in suicide intervention training
are sufficient to effectively and accurately identify imminent suicidality in
callers. Further, the impact of gender and gender practices on the expression and
interpretation of mental-health issues (Rosenfield & Mouzon, 2013), highlight
the need to determine the extent to which gender impacts TCWs’ interpretation
of, and response to, signs of suicide and co-occurring disorders that proximate
suicide risk in callers. Understanding how signs of suicidal distress are identified,
interpreted, and responded to by TCWs is of vital importance for ensuring that
telephone crisis line services are able to respond effectively and appropriately to
suicidal crisis. In particular, future research needs to examine whether TCWs’
compensate for the unique difficulties that are associated with the telephone
crisis support context through decision-making shortcuts such as pattern
recognition, and how this impacts TCWs’ interpretation of, and subsequent
response to, male callers’ suicidal presentation. By addressing these issues, this
research would contribute to training that supports TCWs’ in treating each caller
as separate and unique, regardless of similarities with previous callers, or
expectations of suicidal presentation between various groups, including males
and females, which are established in the research literature and repeated in the
mass media.
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Conclusion
Telephone crisis support offers an important opportunity to identify and
support suicidal men. However, there is little research that has examined TCWs’
interpretation of, and response to, callers with suicidal presentation while
considering the unique time- and information-limited context of telephone crisis
support. This suggests that TCWs are reliant upon callers’ verbal statements of
suicidal intent, and other proximal signs to identify a caller as imminently
suicidal. The unique context of telephone crisis support may particularly impact
TCWs’ provision of care to suicidal men by introducing potential bias into
TCWs’ interpretation of, and response to, caller presentation. The recognition of
these unique barriers and facilitators in telephone crisis intervention research
may be enhanced through: (i) research investigating the impact of gender on
TCWs’ interpretation of, and response to, male callers with suicidal presentation
that is specifically designed to address the weaknesses in existing literature, (ii)
the translation of these findings into TCW education, (iii) and incorporating these
findings into service policy and procedures. Importantly, enhancing the
appropriateness of telephone crisis support for suicidal men may result in
increased word-of-mouth referrals to the service by targeting the 40% of men
who become suicidal but do not seek any form of support (Johnston, Pirkis, &
Burgess, 2009; Lefkowich, Richardson, & Robertson, 2017; Pringle et al., 2013,
2014). It is possible that men who experienced positive outcomes from the
support provided by a telephone crisis line will describe their experience or
provide suggestions for recognising the need for help to other men in their social
or professional networks. Developing an understanding of how TCWs respond
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to men experiencing suicidal crisis is an important step toward enhancing the
effectiveness of telephone crisis support for suicide intervention.

Summary box added after publication:
-

-

-

This article identified ways in which the time- and information-limited
context of telephone crisis support may impact the communication
processes involved in suicide prevention. The limitations of the telephone
context may impair the identification of suicidal male callers.
Reliance on signs of suicide to identify imminent suicidality in callers may
introduce bias into the process of telephone crisis support, particularly if
TCWs’ expectations contribute to selective attention to features of the call
that mislead the subsequent interpretation of, and response to, the caller’s
actual presentation
This article suggests that future research needs to investigate the impact of
gender on TCWs’ interpretation of, and response to, signs of suicide to
ensure crisis helplines are able to respond effectively and appropriately to
male suicidal callers.
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Chapter 3
Preamble
The previous sections of this thesis have argued that the impact of the
telephone crisis support context on the identification of suicidality has not been
previously considered. Article 1 explored the possibility that when suicidality is
not explicitly stated, callers’ gender may inform the TCWs’ identification of
suicide risk and response to suicidal presentation in male callers. In order to
examine this, it is necessary to initially identify whether the signs of suicide
TCWs are trained in are able to accurately and effectively identify men at risk of
suicide. Article 2, Signs of current suicidality in men: A systematic review
published in PLoSOne, fills a gap in the research literature by reviewing signs
that are associated with suicidal ideation, suicide attempts, and completed suicide
among men. Article 2 explores whether current training practices are sufficient
for TCWs to accurately and efficiently identify suicidal presentation in male
callers. Further, it provides an evidence-based understanding of suicide signs
among men from which to determine the extent that gender might influence
TCWs’ interpretation of male suicidal presentation.
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Signs of current suicidality in men: A systematic
review
Hunt, T., Wilson, C. J., Caputi, P., Woodward, A., & Wilson, I. (2017).
Signs of current suicidality in men: A systematic review. PLoS ONE, 12
(3), doi: 10.1371/journal.pone. 0174675
Abstract
Suicide signs have been identified by expert consensus and are relied on
by service providers, community helpers’ and family members to identify
suicidal men. Whether signs that are reported in suicide literature accurately
describe male presentations of suicidality is unclear. A systematic review of the
literature was conducted to identify male-specific signs of current suicidality
and identify gaps in the literature for future research. Searches through
Medline, CINAHL, PsychInfo and the Behavioral Sciences Collection, guided
by the PRISMA-P statement, identified 12 studies that met the study eligibility
criteria. Although the results generally reflected suicide signs identified by
expert consensus, there is little research that has examined male-specific signs
of the current suicidal state. This review highlights the need for scientific
research to clarify male presentation of suicidality. Implications for future
research to improve the prompt identification of suicidal men are discussed.
Introduction
Suicide is a leading cause of death worldwide, with 8 females and 15 males
per 100 000 taking their own life by suicide in 2012 (World Health Organisation,
2014). In higher socio-economic countries, such as Australia, there is a
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pronounced gender disparity with men three times more likely to take their own
lives than women (Australian Bureau of Statistics, 2017; World Health
Organisation, 2014). Factors contributing to this gender disparity include: men
having increased access to more lethal means than women (Beautrais, 2002);
traditional male gender roles (Houle, Mishara, & Chagnon, 2008); and male
socialisation, including the reluctance to seek help (Möller-Leimkühler, 2003).
Given the significant hazards associated with not detecting those experiencing
current suicidality, the assumptions underlying current suicide intervention
strategies warrant examination.
Suicide literacy refers to one’s knowledge of signs, causes and treatment
of suicidality (Calear, Batterham, & Christensen, 2014). Suicide signs refer to
indications of current suicidality that are observed by or reported to another, and
indicate risk for suicide within minutes, hours or days (Rudd, 2008; Rudd et al.,
2006). Identified by expert consensus, widely accepted suicide signs include
hopelessness, anger, recklessness, feeling trapped, social withdrawal, agitation,
and mood changes (Rudd et al., 2006). They are commonly used as a tool to
educate front-line community workers, mental-health professionals, and
telephone crisis line operators for identifying people with current suicidality
(Mandrusiak et al., 2006). However, emerging research has questioned the
sensitivity and specificity of these signs to identify the presence of current
suicidality (Gunn III, 2011). By definition, suicide signs are risk factors that
operate over short time frames and need to be strongly associated with death by
suicide because of the very low base rate of short-term suicide mortality. Gunn
III, Lester and McSwain (2011) tested the ability of common signs of suicide,
such as suicide ideation, substance abuse, purposelessness, anger, feeling
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trapped, hopelessness, withdrawal, anxiety, recklessness and mood change, to
differentiate between suicidal ideators, non-ideators and suicide attempters.
Although all signs of suicide except substance abuse and anxiety differentiated
ideators and non-ideators, only anger/aggression was predictive of suicide
attempts. It is possible that the signs of suicide reported in current literature are
insufficiently sensitive to accurately identify people experiencing current and
immediate risk for death by suicide.
Identifying signs of suicide in men may be particularly important for
reducing rates of male suicide. The expression and interpretation of mentalhealth issues are significantly impacted by conceptions of gender and gender
practices (Rosenfield & Mouzon, 2013). Men may discuss their distress in ways
that are not immediately recognisable (McQueen & Henwood, 2002; C. Owens
et al., 2011), resulting in male mental-health problems being undetected or
‘hidden’ (Brownhill, Wilhelm, Barclay, & Schmied, 2005). There is additional
evidence that mental-health issues such as depression (Danielsson & Johansson,
2005; Winkler et al., 2004), PTSD (Irish et al., 2011) and schizophrenia
(Riecher-Rössler & Häfner, 2000) have gender-specific signs. Research into
suicide signs is yet to systematically examine the impact of gender. The purpose
of this review is to identify male-specific signs of current suicidal risk that are
reported in the suicide literature and gaps in the literature for future research. To
ensure that suicidal men are recognised it is vital that helpers and community
members have tools that are able to accurately identify signs indicative of
suicidality.
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Suicide signs may be different given the type of suicidality (Rudd, 2008).
This review investigates signs for three levels of suicidality—suicidal ideation,
suicide attempt, and death by suicide—as separate categories of suicidality.
Suicidal ideation refers to an individual thinking about intentional self-injury,
where intent refers to the aim, purpose or goal of a behaviour (Silverman,
Berman, Sanddal, Carroll, & Joiner, 2007), and there is evidence that the person
intends, at some undetermined or some known degree, to kill him or herself
(Silverman, Berman, Sanddal, O’Carroll, & Joiner, 2007). Suicide attempt refers
to the situation where intentional self-injury is carried out. Death by suicide is
defined as an individual taking his or her own life, and there is evidence that the
person intended to kill themselves.
The current review seeks to identify male-specific signs of current
suicidality by reviewing current evidence in the research literature, and to
identify gaps in the current literature about male suicidal presentation to provide
directions for future research.
Method
Search strategy
This systematic review of the literature was guided by the Preferred
Reporting Items for Systematic Reviews and Meta-Analysis Protocol (PRISMAP) statement, which provides an evidence-based protocol for developing
systematic reviews and meta-analyses (Moher et al., 2015). Electronic databases
(Medline, CINAHL, PsychInfo and Behavioral Sciences Collection) were
systematically searched between November 2014 and August 2015 and refreshed
in October 2016. These databases represent the broadest range of peer-reviewed
70

literature across the disciplines of psychology, medicine and allied health. Search
terms included ‘men’, ‘male’, ‘suicid*’, ‘self-harm*’, ‘self-injurious behavio*’,
‘warning sign’, ‘symptom’, ‘sign*’, ‘predict*’, ‘indicat*’ (see Table 3.1). The
search was limited to research published from 2000 to 2015 because we were
interested in understanding the latest research in assessing male-specific signs
and most research before this time is referred to and built on in the articles that
were selected.
Table 3.1
Search Strategy by Database
Database

Search strategy

Medline

MW ( ("men" OR "male") ) AND MW ( (suicid* OR "selfharm*" OR "self-injurious behavio*) ) AND TX ( ("warning
sign" OR symptom OR sign* OR predict* OR indicat*) ),
Limiters: Full text, published 2000-2015, English language only,
MW= Word in subject heading , TX = full text

CINAHL

MW ( ("men" OR "male") ) AND MW ( (suicid* OR "selfharm*" OR "self-injurious behavio*) ) AND TX ( ("warning
sign" OR symptom OR sign* OR predict* OR indicat*) ),
Limiters: Full text, published 2000-2015, English language only,
MW= Word in subject heading , TX = full text

PsychInfo

1# (men or male).mp. [mp=title, abstract, heading word, table of
contents, key concepts, original title, tests & measures]; 2#
suicid*.mp.; 3# ("self-harm" or self-injurious behavio* or
"suicide attempt").mp.; 4# 2 or 3; 5# "warning sign".mp. ; 6#
symptom.mp; 7# predict*.mp; 8# indicat*.mp; 9# sign*.mp.; 10#
5 or 6 or 7 or 8 or 9; 11# 1 and 4 and 1012# limit 11 to (full text
and english language and yr="2000 -Current")

Psycholog
y and
Behaviour
al Sciences
Collection

AB ( ("men" OR "male") ) AND AB ( (suicid* OR "self-harm*"
OR "self-injurious behavio* OR "suicide attempt") ) AND TX (
("warning sign" OR symptom OR sign* OR predict* OR
indicat*) ), Limiters: Full text, published 2000-2015
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Eligibility criteria
Studies selected for inclusion in the systematic review met the following
criteria: (1) contained original research employing a quantitative or qualitative
research design; (2) were conducted in a population aged between 18 and 65
years inclusively, as suicidal presentation in adolescents and older people
includes population-specific features; (3) included a sample where participants
experienced suicidal thoughts, suicidal plans, suicide attempts or deaths by
suicide; (4) reported male and female, or male only suicide signs and suicidal
ideation or behaviour separately; and (5) identified suicide signs within 4 weeks
of suicidal ideation, suicide attempt, or death by suicide.
The time-frame is particularly important as research into suicide signs has
often not taken time-frame into account (Britton, Ilgen, Rudd, & Conner, 2012).
Because of the difficulty associated with assessing signs of suicide in the minutes
or hours prior to death (Mandrusiak et al., 2006), the ‘near term’ time-frame for
this study was extended to 4 weeks. This time-frame was selected as widely used
measures of suicidal ideation and behaviour, such as the Beck Depression Scale
(Beck, Kovacs, & Weissman, 1979) and Hamilton Depression Rating Scale
(Hamilton, 1960), hold 4 weeks as a cut-off point for current suicidal ideation or
behaviour.
Data extraction

After duplicates were removed, study titles were screened to obtain fulltext articles for review. Full-text articles were imported into a Microsoft Excel
data file to manage the records throughout the review and selection process. Fulltext articles were screened, and all articles that did not fulfil the eligibility criteria
72

were excluded. The articles obtained in the review were then appraised by three
of the authors to ensure eligibility for inclusion; any disagreements were resolved
through discussion. An article summary sheet was developed to record data from
each eligible study. Recorded data were: sample, setting, design, measurement of
suicidal ideation or behaviour, signs of suicide in men, and relevant findings.

Risk-of-bias
The 12 articles that fulfilled the criteria for inclusion in the systematic
review underwent a three-step risk-of-bias (ROB) assessment to select final
articles for analysis.
Quantitative ROB assessment
Quantitative studies meeting the inclusion criteria were assessed for ROB
using the Effective Public Health Practice Project tool (EPHHP) (Thomas,
Ciliska, Dobbins, & Micucci, 2004). The EPHPP is a ROB tool used across a
wide variety of quantitative designs; it has good validity (Thomas et al., 2004)
and inter-rater reliability (Armijo-Olivo, Stiles, Hagen, Biondo, & Cummings,
2012). Author TH conducted the ROB assessment and discussed decisions with
authors CW and PC. The ROB assessment was also conducted by an independent
reviewer. Inter-rater agreement was 89%, and any differences were resolved
through discussion to reach 100% agreement.
Qualitative ROB assessment
Qualitative studies that met the inclusion criteria were assessed for ROB
using the Critical Appraisal Skills Programme (CASP) checklist for qualitative
studies (Critical Appraisal Skills Programme (CASP), 2014). The CASP tool
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focuses on three criteria - rigour, credibility, and relevance, and is therefore able
to accommodate the diversity of methodological approaches within the
qualitative domain. Dixon-Woods et al (2007) found the CASP checklist to be
the most reliable of ROB tools evaluated in their review. Author TH conducted
the ROB assessment and discussed decisions with authors CW and PC. The
qualitative appraisal was also conducted by an independent reviewer. Inter-rater
agreement was 80%, and any differences were resolved through discussion to
reach 100% agreement.
Global ROB rating

A global rating system was developed to integrate the findings of both
qualitative and quantitative review tools. This process enabled the ROB
assessment to be tailored to the specific needs of the review, which was to
examine the best available literature identifying suicide signs. Initially the ROB
ratings produced by the EPHPP prioritised research conducted using randomised
controlled trials (RCTs). However, the requirement for RCTs can be unethical in
suicide research (Jobes, Bryan, & Neal-Walden, 2009). Consequently, research
articles that used alternative designs to RCTs were not downgraded and articles
were deemed to have an acceptable ROB rating if the design was described in a
rigorous, replicable way that matched the research questions and hypotheses, and
clearly reported the reliability and validity of measures and analysis strategy.
Articles that did not fulfil these criteria were categorised as being of a lower
quality than acceptable for the current study.
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Data coding
Due to the heterogeneous nature of the studies identified, and the broad
nature of the review, a narrative synthesis approach was adopted as the most
suitable method for the review (Popay et al., 2006). A preliminary synthesis was
conducted to develop an initial description of the pattern of male-specific suicide
signs associated with suicidal ideation, suicide attempt, and death by suicide.
Common phrases or themes identified in the results of articles were used to
generate codes (see Appendix D and Appendix E for more information). The
codes were agreed on by at least two coders, and if there was disagreement,
codes were discussed until consensus was achieved. Signs identified in the
qualitative and quantitative articles were then coded and categorised against
suicidal ideation, suicide attempt, or death by suicide for the main narrative
synthesis.
Results
Search results
The systematic literature review identified a total of 6770 articles (see
Figure 3.1). After the removal of duplicates and title screening, 1425 articles
were assessed for eligibility. Full-text articles assessed for eligibility were also
hand searched for additional articles. A total of 12 studies were found to be
eligible for inclusion in the narrative synthesis.
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Characteristics of identified studies
The 12 studies included a total of 8963 participants; 8394 participants had
experienced some degree of suicidal ideation and/or behaviour, and 185 were
informants for someone who died by suicide (Table 3.2).
Sample of identified studies
The samples in the studies were obtained from a variety of contexts. The
most frequently used strategy to identify eligible participants was through suicide
registries and death records (n=4, 33%) (Antypa et al., 2013; Parker & BenTovim, 2002; Rasmussen, Dieserud, Dyregrov, & Haavind, 2014; Rasmussen,
Haavind, Dieserud, & Dyregrov, 2014). Samples were from prison inmate
populations (n=4, 33%), psychiatric wards (n=2, 17%), self-selection from the
wider population (n=2, 17%). The sample sizes varied, ranging from 10 to 7698
participants. Most studies assessed suicide signs in men only (n=9, 75%).
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Figure 3.1 PRISMA-P flow chart of study selection.
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Table 3.2
Studies Included in Synthesis.
First
author
(reference)

Study design,
analysis method

Sample, gender,
country
(Number, %
male, age)

Setting

Suicide
category

Sign of
current
suicidality
measuremen
t

Sign of current
suicidality label
(see Appendix
E for more
detail)

Antypa et
al (2013)

Case-controlled
design with three
conditions (death
by suicide,
suicide attempt
and control),
MANOVA and
MANCOVA

GER, suicide
attempters
(n=171, 35.1%
male, Age
M=52.11±18.45)
, suicide
decedents (n=90,
57.8% male),
Age
M=39.87±13.95,
Control (n=317,
43.8% male, Age
M=45.05±14.87)
.

Inpatient
sample,
communit
y sample
and
autopsy
report.

Suicide
attempt
(psychiatri
c
admission
for
attempt)/
suicide
death
(autopsy).

Self-report
item (STAXI2)
(Spielberger,
1999)

• Anger

Bryan et al
(2014)

Cross-sectional
design,
multivariate
linear regression

USA (N=7698,
42.8% male,
M=39±18).

Inpatient
sample.

Suicide
attempt
(selfreport).

Self-report
item (SSF-IIR) (Conrad et
al., 2009)

• Agitation

Eidhin et al
(2002)

Cross-sectional,
ANOVA

IRL, Current
ideators (n=11,
100% male, age
M=21.9±4.8),
past history of
suicide (n=12
100%, age
M=24.8±3.8),
control group
(n=12, 100%

Prison
inmate
sample.

Suicidal
ideation
(selfreport).

Self-report
questionnaire
(PPI&
MEPS) (Platt
& Spivak,
1975; Toch,
1977)

• Paucity of
problem
solutions
Social
withdrawal
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male, age
M=25.6±10.7).
Humber et
al (2013)

Mixed-methods
cross-sectional
study, multi-level
modelling

UK, (N=21,
100% men,
M=36).

Prison
inmate
sample.

Suicidal
ideation
(selfreport)

Ecological
Momentary
Assessment.

• Anger

Kiamanesh
et al (2014)

Psychological
autopsy study,
interpretive
phenomenologica
l analysis

NOR, suicide
decendent
sample (n=6,
100% male, age
M=35.3±13.3),
Informant
sample (N=41
59% male, age
not specified).

Informants
for suicide
decedents.

Suicide
death
(autopsy)

Open-ended
interviews.

• Irreversible
defeat
• Lack of
sleep
• Loneliness
• Paucity of
problem
solutions

Lekka et al
(2006)

Case-matched
control with
follow-up, MannWhitney U, Chisquare

GRC, Prisoners
with suicidal
ideation in past
week (n=67,
100% male, age
M=33.9±9.7),
prisoners who
have never
experienced
suicidal ideation,
(n=67, 100%
male, age
M=33.7±9.7).

Prison
inmate
sample.

Suicidal
ideation
(selfreport).

Self-report
questionnaire.

• Excluded
from study

Parker &
Ben-Tovim
(2002)

Psychological
autopsy study,
descriptive

AUS, Suicide
decedents
(N=181, 82.3%
male, age
indigenous males
M=27.4;
indigenous
females M=24.1;
"other" males

Informants
and
autopsy
report.

Suicide
death
(autopsy)

Open-ended
interview.

• Excluded
from study
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M=37.7; "other"
females M=43).
Peters et al
(2013)

Qualitative
narrative inquiry,
content analysis

AUS, Suicide
decedents (n=10,
100% male,
age=20-60),
Informant
sample, (n=10,
30% male,
age=25-65).

Informants
on suicide
decedents.

Suicide
death
(informant
report)

Open-ended
interview.

Player et al
(2015)

Mixed method,
thematic analysis

AUS, Men who
attempted
suicide 6-18
months prior
(n=35, 100%
male, age
Median=43),
family and
friends of
attempters
(n=47, 100%
male, median
age=47).

Male
suicide
survivors
and
informants

Suicide
attempt
(selfreport)

Open-ended
interview.

•
•
•
•
•

Rasmussen
, Dieserud
et al (2014)

Psychological
autopsy study,
interpretive
phenomenologica
l analysis

NOR, Suicide
decedents (n=10,
100% male,
age=18-30),
informant
sample (n=61, %
male not
specified, age
not specified).

Informants
on suicide
decedents.

Suicide
death
(autopsy)

Open-ended
interview.

• Anger
• Helplessness
• Shame

Rasmussen
, Haavind
et al (2014)

Psychological
autopsy study,
interpretive

NOR, Suicide
decedents
(N=10, 100%
male, Age=18-

Informants
on suicide
decedents.

Suicide
death
(autopsy)

Open-ended
interview.

• Agitation
• Cheerfulness
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Direct
statements of
suicidal intent

Aggression
Anger
Apathy
Calm
Direct
statements
of suicidal
intent
• Excessive
risk taking
• Hopelessnes
s
• Social
isolation

Rivlin et al
(2013)

phenomenologica
l analysis

30), informant
sample (n=61, %
male not
specified, age
not specified).

Semi-structured
qualitative
interview,
thematic analysis

Male only
sample, UK,
Prison inmates
(n=60, 100%
men, age not
specified)

• Death as a
problem
solution
• Desperation
• Direct
statements of
suicidal intent
• Emergence of
positive
change of
mood
• Indirect or
ambiguous
references to
taking their
own life
• Paucity of
problem
solutions
• Reaching out
for support in
desperation
• Relief
Prison
inmate
sample.
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Suicide
attempt
(selfreport)

Open-ended
interview.

•
•
•
•

Anger
Calm
Depression
Direct
statements of
suicidal intent
• Feeling upset
• Indirect or
ambiguous
references to
taking their
own life
• Made
arrangements
for death

• Planned
suicide
attempt
• Relief
• Wrote a
suicide note
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Design of identified studies
The sources of data were psychological autopsy studies (n=4; 33%), crosssectional survey designs (n=2, 17%), case-controlled designs (n=2; 17%), mixed
method studies (n=2; 17%), and studies using a mixture of qualitative designs
(n=2; 17%). Suicidal thoughts and behaviours were reported on men who had
died by suicide (determined by coroner’s report) (n=7, 50%), men who had been
admitted to hospital for a suicide attempt (n=2, 14%), men who self-reported
they had attempted suicide (n=1, 7%), and men experiencing suicidal ideation
measured by self-report (n=4, 25%). Suicide signs were predominantly identified
by self-report measures (n=3, 25%), informant reports (n=6, 50%), or interviews
with men who have experienced suicidal thoughts or behaviours (n=3, 25%).
Quality ratings of quantitative articles based on the EPHPP protocol
Table 3.3 highlights areas where the ROB may be high for quantitative
articles, based on the EPHPP protocol. Studies were generally not well controlled
with four out of six articles being identified as weak on this criterion. Although
studies generally performed well on the selection bias criterion, most quantitative
studies that used a non-randomised, convenience sample obtained from prison
inmate or psychiatric inpatient populations.
Quality ratings of qualitative articles based on the CASP protocol
The results of the qualitative ROB ratings based on the CASP protocol are
presented in Table 3.4, and indicate the quality of the qualitative research was
generally high. The main source of bias was the lack of documented reflection on
the relationship between the researcher and participants; the potential impacts of
this on data collection and interpretation were not considered.
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Global ROB assessment
Following the global ROB assessment, two articles were excluded from
inclusion in the final analysis for inadequate documentation of study survey
materials and not establishing the reliability and validity of the measures of
suicide signs (Lekka et al., 2006; Parker & Ben-Tovim, 2002) (see Table 3.5).
While the design of Humber et al (2013) was initially rated as weak it was
decided that, as this design was clearly documented, matched the hypotheses, and
was able to assess suicide signs and suicidality in the near term, it was acceptable
for inclusion. The remaining 10 articles were evaluated as adequate for inclusion.
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Table 3.3
Quality Ratings Based on EPHPP Protocol.
Study reference by first
author

Selection
bias

Study design

Confounder

Blinding

Measures

Attrition

Antypa et al (2013)

1

2

3

2

1

2

Bryan et al (2014)

1

2

3

2

2

1

Eidhin et al (2002)

2

2

3

2

1

1

Humber et al (2013)

3

3

2

2

1

1

Lekka et al (2006)

2

2

1

2

3

1

Parker et al (2002)

1

2

3

2

3

2

Note: According to the EPHPP protocol 1= strong, 2=moderate, 3=weak fulfilment of the item criteria.
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Table 3.4
Qualitative Quality Assessment Led by the CASP Assessment.
Study reference by first
author
Kiamanesh et al
(2014)
Peters et al (2013)

A)
Aims

B)
Methodology

C)
Appropriateness

D)
Recruitment

E)
Data

F)
Power

G)
Ethics

H)
Analysis

I) Clarity

1

1

1

1

1

2

1

1

1

1

1

1

1

1

1

1

2

1

Player et al (2015)
Rasmussen, Haavind
et al (2014)
Rasmussen, Dieserud
et al (2014)

1

1

1

1

1

3

2

1

1

3

1

1

1

1

3

1

1

1

1

1

1

1

1

3

1

1

1

Rivlin et al (2013)

1

1

1

1

1

3

2

1

1

Note: According to the CASP protocol, fulfilment of the item criteria is represented by 1= yes, 2=not clear, 3=no. A) Was there a clear statement of the aims of the research? B)
Is a qualitative methodology appropriate? C) Was the research design appropriate to address the aims of the research? D) Was the recruitment strategy appropriate to the aims of
the research? E) Was data collected in a way that addressed the research issue? F) Has the relationship between the researcher and participants been adequately considered? G)
Have ethical issues been taken into consideration? H) Was data analysis sufficiently rigorous? I) Is there a clear statement of findings?
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Table 3.5
Article Compliance and Global ROB Assessment Rating for Inclusion in Final Analysis.
Type of
suicidal
behaviour

First author

Original
research
article

Sample age
18>65

Assessed
current
suicidality

Male and female
suicide signs
reported separately

Identified
suicide signs
within 4
weeks of
suicidality

Eidhin et al (2002)
Humber et al (2013)
Lekka et al (2006)

✓
✓
✓

✓
✓
✓

✓
✓
✓

✓
✓
✓

Antypa et al (2013)
Bryan et al ( 2014)
Rivlin et al (2013)

✓
✓
✓

✓
✓
✓

✓
✓
✓

Kiamanesh et al (2014)
Parker et al (2002)
Peters et al (2013)
Player et al (2015)
Rasmussen, Dieserud, et
al (2014)
Rasmussen, Haavind et
al (2014)

✓
✓
✓
✓

✓
✓
✓
✓

✓
✓

Global ROB
assessment

Included in
study

✓
✓
✓

Strong
Strong

✓
✓

Weak



✓
✓
✓

✓
✓
✓

Strong
Strong
Strong

✓
✓
✓

✓
✓
✓
✓

✓
✓
✓
✓

✓
✓
✓
✓

Strong

✓

Weak
Strong
Strong


✓
✓

✓

✓

✓

✓

Strong

✓

✓

✓

✓

✓

Strong

✓

Ideation

Attempt

Death
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Male-specific suicide signs
Suicidal ideation
In quantitative studies, Humber et al (2013) and Eidhin et al (2002)
identified anger, paucity of problem solutions, and social withdrawal which
emerged in close proximity to suicidal ideation, but did not determine whether
there was a causal relationship between these signs and the development of
suicidal ideation (see Table 3.3). There were no qualitative articles identified in
this review that investigated signs associated with suicidal ideation in men.
Suicide attempt
Two quantitative articles found that agitation and anger emerged in close
proximity to suicide attempt but did not determine whether there was a causal
relationship between these signs and suicide attempt (Antypa et al., 2013; Bryan
et al., 2014) (see Table 3.3).
Two qualitative studies both found that anger, calmness and direct
statements of suicide intent were signs associated with suicide attempt in the near
future (Player et al., 2015; Rivlin et al., 2013). Rivlin et al (2013) also identified
depression, feeling upset, relief, indirect or ambiguous references to taking their
own life, and making arrangements and planning for death as commonly
experienced signs associated with planning and preparing a suicide attempt.
Player et al (2015) reported aggression, apathy, hopelessness, and excessive risk
taking were associated with suicide attempt.
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Death by suicide
Anger (Kiamanesh et al., 2014; Rasmussen, Haavind, et al., 2014), direct
statements of suicidal intent (Peters et al., 2013; Rasmussen, Dieserud, et al.,
2014), and paucity of problem solutions (Kiamanesh et al., 2014; Rasmussen,
Dieserud, et al., 2014) were common signs associated with male deaths by
suicide (see Table 3). Rasmussen, Dieserud, et al (2014) also found that in the
days prior to death by suicide, many informants reported that conversations with
the deceased were marked by an absence of negative mood, or the emergence of
a more positive mood state, in addition to agitation, the perception of death as a
problem solution, desperation and reaching out for support in desperation.
Additionally, most studies identified that some level of statement of suicidal
intent had occurred. The communication of suicidal intent sometimes occurred in
ways that were not immediately obvious (Peters et al., 2013; Rasmussen,
Dieserud, et al., 2014), such as talking about death as a problem solution or
introducing actual or hypothetical suicide of someone else into conversation
(Rasmussen, Dieserud, et al., 2014). Informants reported that these suicide
intentions were often difficult to recognise and were only identified in retrospect.
Discussion
A systematic review of the literature was conducted to identify signs of
suicidal ideation, attempt, and death by suicide in men. The findings of this
review broadly reflect signs of suicide that have been identified through expert
consensus (Rudd et al., 2006). However, the review also found that there is a
paucity of research identifying male-specific signs of suicidal ideation, attempt
and death. As suicide signs are frequently used as an educational tool to increase
the suicide literacy of front-line community workers, telephone crisis operators,
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and the general public, future research needs to determine whether signs that are
currently reported in the suicide literature are sufficient to identify suicidal men.
Signs of suicidal ideation, attempt and death by suicide in men
The findings of the review identified a variety of suicide signs preceding
suicidal ideation, suicide attempt and death by suicide in men. Signs of suicidal
ideation in men were: social withdrawal, anger and reduced problem solving
capacity. Signs of suicide attempt in men were: statements of suicidal intent,
calmness, anger, apathy, hopelessness, risk-taking and appearing ‘at peace’.
Signs preceding death by suicide in men were: desperation and frustration in the
face of unsolvable problems, helplessness, worthlessness, statements of suicidal
intent, and emergence of a positive mood state.
Patterns of suicide signs that differentiated suicidal ideation, attempt and
death among men may be commented on while bearing in mind the limited
number of articles identified by this review. Multiple studies identified anger as a
suicide sign associated with suicide attempts among men (Antypa et al., 2013;
Player et al., 2015; Rivlin et al., 2013). A paucity of problem solutions was
associated with suicidal ideation (Eidhin et al., 2002), but also associated with
death by suicide among men (Kiamanesh et al., 2014; Rasmussen, Dieserud, et
al., 2014). Direct statements of suicidal intent were associated with both suicide
attempt and death among men (Peters et al., 2013; Rasmussen, Dieserud, et al.,
2014; Rivlin et al., 2013). These findings are not definitive, and are based on
studies with a variety of methodological approaches and levels of ROB.
However, the pattern of findings reflect recommendations that any disclosure of
suicidal ideation or intent must not be minimised or dismissed (Sweeney, Owens,
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& Malone, 2015), particularly when this is paired with problem solving
difficulties and experiences of intense negative emotion such as anger.
Although the signs found in this review reflect those identified by expert
consensus, questions remain around the sensitivity and specificity of these signs
to identify men experiencing suicidality. The broad range of emotional,
behavioural and cognitive signs that, in constellation, may identify suicidal men
have potential to prompt high rates of false positives. However, in suicide
intervention, false positives that prompt a question or conversation about the
possibility of current suicidality is not considered to be a negative outcome. “R U
OK” is an Australian suicide prevention initiative that prompts community
members to regularly ask each other about their current mood state and
possibility of suicidality, even if there is only a suspicion that the individual
might be suicidal. That said, the potential for false positives also highlights the
need for to develop tools to assist the accurate identification of suicidal men.
Research into suicidal presentation needs to be conducted with rigor and explore
factors which may hinder helpers’ identification of people experiencing
suicidality.
Directions for future research
This review identified a wide range of designs and approaches to identify
signs of suicidality in men, with few designs prospectively identifying signs that
emerge immediately preceding suicidal ideation, attempt or death. This is evident
through the number of studies in this review that used retrospective interviews
with informants on suicide attempters and decedents to identify signs of suicide
(Kiamanesh et al., 2014; Player et al., 2015; Rasmussen, Dieserud, et al., 2014;
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Rasmussen, Haavind, et al., 2014). Recent research has found that there are
consistent patterns in types of presenting features considered by helpers to
indicate imminent suicide risk. Gould et al (2016) found that telephone crisis
supporters at a national telephone helpline identified four caller profiles that they
considered to reflect imminent risk of suicide. Whether these profiles can
accurately and reliably identify suicidality is tempered by research indicating that
individuals’ identification of signs of suicide may be biased by assumptions
about suicide and gender (H. Owens & Lambert, 2012; Scourfield, Fincham,
Langer, & Shiner, 2012; Sweeney et al., 2015). Combined with the findings of
this review, this suggests that currently, most research reflects the interpretation,
rather than expression of suicide signs, which may limit the utility of signs of
suicide that are currently reported in literature for identifying suicidal men. In
order to develop accurate education and training for family, friends, and frontline community workers, prospective research must be conducted to identify
signs that indicate men are suicidal. Additionally, the issues around the
sensitivity and specificity of suicide signs for accurately and efficiently
identifying those who are suicidal highlights the need to investigate how signs of
suicide are used by helpers and community members to identify those in need of
suicide intervention.
Strengths and limitations
The strength of this review lies in the rigor and replicability of the
PRISMA-P methodology, and the multiple checks and balances put in place to
limit bias in data screening, extraction, and coding, including independent
assessment and review. The articles included in this review were
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comprehensively assessed for risk of bias by multiple raters, to ensure the
limitations of the included articles were thoroughly reviewed.
There are a few limitations to be noted. It is possible that the findings of
this review have been impacted by publication bias. Due to the methodological
heterogeneity of the study variables and the preclusion of meta-analysis, formal
assessment of publication bias such as sensitivity analysis was unable to be
conducted. Publication bias is particularly prominent in “gender-differences”
research, as data supporting gender differences are more likely to be published
than data in support of no difference (Caplan & Caplan, 2008).
Although many articles identified in this review contained male and
female samples, few commented on gender differences beyond demographic
information, which may reflect the tendency to not report null gender results.
However, similarity in suicide signs between men and women should not be
assumed, particularly due to the gendered nature of emotional communication
(Simon & Nath, 2004). As this review highlighted, the paucity of current
research into signs of suicide means that future research should clearly examine
the impact of gender on suicidal presentation because gender may be an
influential factor in how suicidality is presented.
Finally, the small number of articles identified in the review prevented
exploration of trends that may differentiate the signs associated specifically with
ideation, attempt and death by suicide. To improve the sensitivity and specificity
of suicide signs, future research should investigate whether certain signs are able
to distinguish between suicide ideation, attempt and death by suicide.
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Conclusion
This review was conducted to identify signs of current suicidality in men
and provide directions for future research. Without accurate information
regarding signs of suicide in men, the lay public and clinicians may not be wellequipped to identify suicidal men in need for suicide intervention. Although the
findings indicated general support for the signs identified by clinical consensus
(Rudd et al., 2006), this review found little research identifying signs of men
experiencing current suicidality. As knowledge of suicide signs is an important
feature of suicide literacy for both clinicians and the lay public (Mandrusiak et
al., 2006), the paucity of this research is problematic. Several implications for
future research were highlighted including the need for prospective research to
identify signs of men experiencing suicidality. In order to improve the
identification and response to those experiencing thoughts of suicide a nuanced
approach, exploring the influence of gender, culture and other individuating
factors on the expression of suicidality, must be taken.
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Summary box added after publication:
-

To identify male-specific signs of current suicidality a systematic
review of the literature was conducted. A total of 12 studies that
fulfilled criteria were identified for inclusion in the review.

-

The results of the synthesis suggested that signs of suicide among
men included social withdrawal, anger, hopelessness, and risk taking.
These findings are broadly consistent with signs that have been
identified through expert consensus, and those that TCWs have been
trained in to recognise suicidal callers.

-

The broad range of emotional, behavioural, and cognitive signs that
may identify suicidal men highlights the need to investigate how signs
of suicide are used by helpers and community members to identify
those in need of suicide intervention.
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Chapter 4
Preamble
Whether TCWs respond to suicide signs in the same way for male or
female callers is an important question that is directly relevant to suicide
prevention and crisis helpline service provision. If TCWs interpret and respond
to signs of suicide differently for male and female callers, TCWs may
inadvertently miss callers at risk of suicide or select skills that are not best suited
to callers’ needs. Best practice recommendations for conducting research in
community and organisational contexts highlight the importance of engaging the
beneficiaries, users, and stakeholders in the research process (Cargo & Mercer,
2008; Drahota et al., 2016; Israel, Schulz, Parker, & Becker, 1998; Staley, 2009).
Community-engaged research approaches have been linked to improved quality
and validity of study design (Staley, 2009; Vale, Thompson, Murphy, Forcat, &
Hanley, 2012), increased participant engagement and recruitment (Staley, 2009),
and enhanced credibility of research and usefulness of results for service users
(Boote, Baird, & Beecroft, 2010; Green, 2008; Michener et al., 2012). Article 3
presents, as a case-study, the community-engaged process that was used to
develop the design and method for this project.
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Using a community-academic partnership model for
community-engaged suicide prevention research: A
case-study
Hunt, T., Wilson, C., Woodward, A., Caputi, P., Wilson, I. (Submitted
for publication) Using a community-academic partnership model for communityengaged suicide prevention research: A case-study. Submitted to International
Journal of Social Research Methodology.
Abstract
Rigorous research is pivotal to effective suicide prevention, yet presents
implementation difficulties in community-based organisations. A variety of
barriers exist to conducting research within community-organisations including
time and resource limitations, and lack of engagement. Community-academic
partnerships (CAPs) are one approach through which community-based
organisations and academics can co-design research that reflects both scientific
rigor and the needs of the organisation, and which produces results that are
directly translatable into service outcomes. To date, the current literature has few
examples of how to use co-design to develop research within the context of
suicide prevention. This article presents a model for developing a CAP that can
be used to facilitate community-engaged suicide prevention research. It also
presents a case-example describing how the model has successfully facilitated
the development and implementation of an experimental study that explored the
impact of gender on help provision to suicidal callers at a telephone crisis line.
Introduction
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The role of community-academic partnerships (CAPs) and
community-engaged research in suicide prevention
A key challenge facing suicide prevention and intervention research is the
transfer of reliable research results into service delivery (Suicide Prevention
Australia, 2015). Failure to translate research into practice can mean that suicidal
people do not benefit from advances in mental-health care, are exposed to
unnecessary risk due to iatrogenic harms, and may not receive sufficient support
to prevent deaths by suicide. One strategy for academics to facilitate efficient
integration of research into service delivery is to work in partnership with the
community (Green, Ottoson, García, & Hiatt, 2009; Israel et al., 1998). A recent
systematic review defined community-academic partnership (CAP) research as
“characterized by equitable control, a cause(s) that is primarily relevant to the
community of interest, and specific aims to achieve a goal(s), and involves
community members (representatives or agencies) that have knowledge of the
cause, as well as academic researchers” (Drahota et al., 2016, p. 192).
Conducting translatable research in the suicide intervention context necessitates
the use of a community-engaged research approach, which involves mutual
respect and inclusive participation of community members, organisations, and
researchers in all aspects of the research process (Israel et al., 1998; Michener et
al., 2012). By conducting community-engaged research, CAPs can facilitate the
translation of research findings into reductions in suicidality by conducting
research with specific aims and actionable results that are informed by and
developed with the community (Cargo & Mercer, 2008; Drahota et al., 2016;
Israel et al., 1998; Staley, 2009).
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The current literature has few examples of how to use a communityengaged approach to develop research designs (Schulz, Zenk, Kannan, Israel, &
Stokes, 2012), and even less within the context of suicide prevention. The current
paper addresses this need. It presents a model for how CAPs can be used to codesign contextually-appropriate research using community-engagement
principles (Clinical and Translational Science Awards Consortium Community
Engagement Key Function Committee Task Force on the Principles of
Community Engagement, 2011; Israel, Eng, & Schultz, 2012; Minkler &
Wallertstein, 2010). This paper also presents a case-example of the outcomes that
were achieved by implementing the model.
Case-study
Developing the CAP
Telephone crisis lines are widely promoted support services that target
suicidal individuals (Covington & Hovan, 2011). In 2002, a representative from
Australia’s largest national telephone crisis line initially approached the head of
the academic team to collaborate in conducting research and developing
interventions that were focused on improving service capacity and caller
outcomes. This initial contact led to the formation of a small team of researchers
with an interest in optimising service delivery for suicidal callers. Members of
this had previously collaborated on research projects, held positions on the crisis
lines’ national expert advisory group, and worked as volunteer telephone crisis
workers (TCW) at the crisis line. The diversity of experiences of the research
group with the helpline partner helped lay the foundation of an effective working
relationship, as the researchers were familiar with the values and structure of the
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organisation (Arcury, Austin, Quandt, & Saavedra, 1999; Michener et al., 2012).
The CAP was formalised in 2010 by a Collaboration Agreement and developed a
plan to address research questions that were a priority for the organisation and
were aligned with the academic team.
A core challenge for the CAP was to develop a model for engaging the
executive team and community members who comprise the service. The crisis
line has a member-organisation structure reflecting a strong community presence
due to the distributed nature of service delivery, occurring over 41 telephone
crisis line centres and more than 60 separate service operations points (see Figure
4.1). This structure includes a centralised executive management, clinical
training group, centre-specific governance, and telephone crisis workers (TCWs).
The service is substantially delivered by volunteer TCWs who are trained and
accredited by the national crisis line against a set of standards and key
performance indicators that are monitored by the national organisation. This
case-study documents the model that was implemented by the CAP to engage
this complex community organisation in a research project that aimed to: (1)
identify directions for future research to optimise service provision of telephone
crisis support for suicidal men; (2) examine the literature identifying signs of
suicide among men through which TCWs can identify male callers experiencing
thoughts of suicide; (3) develop and implement a design investigating the impact
of gender on telephone support for suicidal men at a telephone helpline using a
co-design process; and (4) explore the impact of gender on TCSs’ interpretation
of, and response to, callers presenting signs of suicide.
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Figure 4.1 Crisis line member-organisation communication structure.

Project background
Telephone crisis support is particularly important for groups at high risk
for suicide such as men, who account for three out of five deaths by suicide in
Australia, the United States of America, New Zealand, and Canada (Australian
Bureau of Statistics, 2017; World Health Organisation, 2017). Men are generally
less likely to seek help from professional sources than women (Vogel, Wade,
Wester, Larson, & Hackler, 2007), which makes the role of social networks,
informal support, and other front-line services such as telephone crisis support
highly relevant for intervening to prevent suicide among men with thoughts of
suicide. Approximately 40% of callers to a national Australian helpline are male
(Machlin, King, Spittal, & Pirkis, 2014). This rate of telephone crisis support
utilisation by men is slightly higher than other mental-health services. For
example, in Australia approximately two in five mental-health related GP
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contacts were by men in 2014-2015 (The Australian Institute of Health and
Welfare, 2016). The CAP agreed that to ensure that male callers with thoughts of
suicide are effectively and appropriately identified by telephone crisis helplines,
it was vital to understand the impact of gender on TCWs’ interpretation and
response to callers’ suicidal presentation. The implementation of research can be
difficult in community-based contexts due to the additional time and effort that is
required of staff and the often complex structure of community organisations
(Allison & Rootman, 1996; Buchanan, Miller, & Wallerstein, 2007; Clark &
Sinclair, 2008; Yancey, Ortega, & Kumanyika, 2006). To address this challenge,
this project relied on its community-engaged research approach to co-design a
study that examined the extent to which the gender of the caller and the TCW
might impact TCWs’ interpretation of, and response to, callers’ presentation of
suicidality.
Community-engagement model
The community-engaged model that was applied in this case-example
was adapted from Stewart et al. (2015) and implemented a series of tasks that
were completed in four broad stages: 1) collaboration, relationship building and
design development; 2) relationship maintenance and pilot research; 3)
reflection; and 4) research dissemination (See Figure 4.2). These stages were
developed as a set of instructions to achieve the outcomes listed in Figure 4.2.
Progression through these stages was facilitated by asking and answering the
stage-relevant questions provided in Table 4.1. If a question was unable to be
answered through consultation, it was necessary to cycle backward to address
earlier questions and further consult the relevant community members. As the
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resources, priorities, and time-frames of community partners are typically
focused on operational issues rather than the conduct of research, the time
involved in consulting different groups within the community was significant
(Allison & Rootman, 1996). The stages listed in Table 4.1 were used to guide the
process, but the actual collaboration work was cyclical rather than linear (Duran
et al., 2012).

Figure 4.2 Stages of community-engaged research and project outcomes
(adapted from Stewart et al, 2015).
Stages of community-engaged research
Stage 1: Collaboration, relationship development and design development. The
initial stage of the project involved widespread consultation and collaboration
within the CAP to formulate efficient communication protocols and types of
interaction with different groups in the community. This included the
establishment of an advisory committee to coordinate and oversee internal
community interactions for the project. The advisory group facilitated a variety
of interactions with different organisational groups and stakeholders. Ongoing
collaboration with the advisory committee facilitated the development of a
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research design and procedure that reflected a balance of scientific requirements
and community considerations, and was appropriate for distribution within the
organisational context. Additionally, throughout this stage, key organisational
members who were tasked with implementing the project were consulted to
develop relationships and provide feedback for the project plan, including
strategies to improve recruitment and participant retention.
Stage 2: Relationship maintenance and pilot research. This stage involved the
maintenance of key relationships within the CAP to facilitate the flow of
informal feedback about the research purpose and methods to the researchers. A
major purpose of this stage was to ensure that key community members and
stakeholders understood and contributed to developing the research project. A
variety of strategies were used to achieve this including the use of a pilot study
with open questions that invited feedback and comments about the survey
procedure. Additionally, lines of communication were kept open with managers
from participating centres through regular email updates and phone-calls from
members of the research team to centre managers. This helped to ensure that the
voices and insights of the community were heard, and that the community knew
they had a major stake in the research outcome.
Stage 3: Reflection. Ongoing consultations with the volunteer caller community
facilitated reflection on the community-engaged research process and whether
the project outcomes were being achieved (see Figure 4.2). These consultations
provided the basis for developing strategies to improve the community-engaged
research process for future projects.
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Stage 4: Research translation and dissemination. The results of the research
project were compiled, interpreted and prepared for publication in peer-reviewed
journals by the academic team. The community-partner provided contextual
knowledge and insight which assisted in the interpretation and articulation of the
study findings, including exploring potential implications of the findings for
future training, research and development. Crisis line members of the advisory
committee provided additional assistance by contributing and reviewing
academic journal articles prior to submission, and were included as authors
following the National Health and Medical Research Council (NHMRC)
authorship guidelines (NHMRC, 2007).
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Table 4.1
Stage Appropriate Questions for Community-Engaged Research.
Stage

Key questions to move between each stage

1: Collaboration and design
development

What are the most time and effort effective modes of
interaction with community members?
Can the research team and advisory committee define
research questions and map these onto the community’s
strategic plan and international research priorities?
What resources can be contributed by the advisory
committee and researchers that can be directed towards
participant recruitment, data collection and interpretation of
research findings?
Are there practical and community cultural issues to be
considered in research design?
Are there strategies specific to the community which may
improve recruitment and retention?
Are additional perspectives available from the wider
community?
Given these considerations, what study design would be the
most practically and culturally appropriate for the
community context?

2: Relationship building and pilot
research

Who is involved in implementing the research project?
What relationships need to be developed that will enhance
the development and rollout of the study?
Do centre managers understand the research project? Are
they engaged in the research project?
Are the study design and instruments appropriate for the
population? Are amendments to the study protocol
necessary?
How can the feedback from community members be used to
improve the study protocols for the main study?

3: Reflection

How effective was the community-engaged research process
in achieving the community-engaged research outcomes?
How can the community-engaged research process be
improved for the next project?

4: Research dissemination and
translation

What are potential implications of research for future
training, research and development?
What is the research translation strategy?
How can the research findings be interpreted and submitted
for publication in peer-review journals?
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Case-example: Outcomes from the implementation of the communityengaged research model
Stage 1: Collaboration, and relationship and design development. By
following the tasks that are listed for Stage 1, the CAP collaborated to develop a
project that addressed two primary aims. The aims were: (1) to examine whether
there are patterns of signs that TCWs listen for in callers and whether these are
influenced by caller gender (Hunt, Wilson, Caputi, Wilson, & Woodward,
2018a); and (2) to examine the specific influence of a suicidal caller’s gender on
TCWs’ ratings of their suicide risk and their intention to use support or
intervention skills, in a national sample of TCWs working at a telephone crisis
line (Hunt, Wilson, Caputi, Wilson, & Woodward, 2018b). To address these
aims, the CAP developed an online survey that was distributed to a national
sample of TCWs.
Different groups within the helpline were involved in designing and
implementing research to maximise participant recruitment, retention, and
investment in the research outcome. Through consultation with the advisory
group and centre managers, community-specific parameters were identified for
consideration in the development and implementation of the research project.
This included the restricted time of the centre staff, minimal centre resources,
and potential TCW research fatigue. On the basis of these parameters, the
researchers (which included service representatives) developed a recruitment
strategy that was presented and reviewed by the CAP advisory committee. Any
comments were addressed and concerns resolved, and the recruitment strategy
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was recirculated among the advisory committee until agreement was made. The
finalised recruitment strategy had consenting crisis line centres distribute one
online expression of interest form among active TCWs. TCWs who registered
their interest in participating in the research project were randomly allocated to
participate in one survey, either the pilot study or the main study (see Figure
4.3). This strategy was adopted to avoid survey fatigue by reducing
administrative demands and requests for participation among TCWs and centre
staff (Clark, 2008; Yancey, Ortega, & Kumanyika, 2006). It also ensured that
pilot results were directly applicable to the main study. The final sample was
representative of the demographics of the telephone crisis line organisation (Hunt
et al., 2018a, 2018b).

Figure 4.3 Study recruitment process.
A variety of community-specific factors were considered by the CAP
when developing the study method (Duran et al., 2012). The national centre
structure of the helpline necessitated individualised contact with staff from each
centre that was responsible for initial survey administration and ongoing support
to ensure project success. The online delivery of the survey maximised TCWs’
access to the survey over a large geographical area, and could be completed at a
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time and place of each participating TCW’s convenience. It also required
minimal administration from centre staff. Additionally, each method of
measurement included in the design was developed in collaboration with the
advisory committee and crisis line clinical training group to ensure the survey
questions were worded in a way that would elicit valid and reliable responses. It
was particularly important that the vocabulary that was used in the survey
reflected organisational protocols and training materials that TCWs were familiar
with. For example, the Telephone Crisis Support Skills Scale (Kitchingman,
Wilson, Caputi, Woodward, & Hunt, 2015), a measure to assess TCWs’ intention
to use trained service skills, was developed using skills that are itemised in the
service model developed and applied by the crisis line in all service training with
TCWs, and was developed in collaboration with the helpline.

Stage 2: Relationship maintenance and pilot research. In Stage 2, a
variety of strategies were used to ensure that information about the research
project was circulated through different representative groups in the crisis line. In
early stages of the project, the advisory committee assisted in facilitating
discussion and circulating information with centre staff and managers, which
included presentations at the managers’ forums and collecting feedback about
organisational factors to be considered in research design. Prior to participant
recruitment, the researchers used telephone calls to the centre managers to
explain the research process and provide a point of contact for future feedback
and questions. Follow-up phone calls to the centre managers were made
throughout the study to discuss the research, provide updates on developments,
and seek feedback on survey procedures. Through this process, centre managers
relayed informal feedback from the TCWs completing the pilot survey to the
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researchers leading to important changes to study protocol before the main study.
This was found to be a time efficient consultation process that was achievable
within the time and resource restrictions of working within a small research
team.
As noted, building a pilot study into the overall study design ensured that
the experiences and feedback of TCWs were considered in the development of
the main study. Participation in the pilot study involved immediate survey
completion, which was used to gather TCW feedback to determine whether
changes to the design and survey instruments were required to improve protocols
for the main data collection survey. Some changes were warranted; for example,
feedback from TCWs and centre managers suggested that TCWs completing the
survey found some sections repetitive. After consultation with the advisory
committee, additional information was added to the participant information sheet
describing the purpose of the repetition in a way that was least likely to bias
responding. Based on the feedback obtained from TCWs and centre staff, the
design and procedure were modified as suggested.
Stage 3: Reflection. In Stage 3, informal feedback was obtained from
project participants to inform future community-engaged research projects.
Members of the advisory committee, national operations managers, participating
centre managers and staff, and participating TCWs were asked to give feedback
on the research protocol, project communication, organisational involvement in
implementation and development, and project contribution to training. The
structured emphasis on reflection enhanced the development of the communityacademic partnership, and the feedback provided in this process informed
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recommendations for the conduct of future community-engaged research
projects.
Stage 4: Research translation and dissemination. In Stage 4, a three-step
strategy for research translation was developed. First, after initial data analysis,
the results were presented to the advisory committee for comments and
interpretation. Second, a summary of the research findings was interpreted and
agreed on by the advisory committee and forwarded to the clinical training group
for discussion and application to training upgrades. The translation of the
research findings into training procedures also occurred from consultation with
members of the CAP and representatives from helpline centres. A summary of
the research results was disseminated among centre managers for circulation at
their centres. TCWs who participated in the research were also sent a follow-up
email with a summary of the results and information about how their contribution
through research participation has been incorporated into current and future
training directions and service development. Third, with assistance from the
advisory committee, several research articles were drafted and published in
academic peer-reviewed journals (Hunt et al., 2018a, 2018b; Hunt, Wilson,
Caputi, Woodward, & Wilson, 2017; Hunt, Wilson, Woodward, Caputi, &
Wilson, 2018).
Conclusion
This article describes a case-study of a CAP that applied a co-design
model to develop and implement a research study with a telephone crisis line
using a community-engaged approach. The use of a co-design model to guide the
development of experimental research ensured that the project addressed the
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needs of the organisation and generated results that are important, actionable, and
directly translatable into service function, outcomes, and directions for future
research. The structured and consultative approach to conducting research based
on community-engaged principles enhanced the CAP, and provides a blueprint
for the development of future research projects. The model described in this
case-study is able to be modified and applied in different community contexts
across a range of time and resource availabilities, and should be considered in the
initial stages of project development in community-based organisations.

Summary table added after publication:
-

Working in partnership with organisations is vital to facilitate the efficient
translation of suicide research into improved service delivery for people with
thoughts of suicide. By co-designing projects using a community-engaged
research approach, CAPs can conduct research with specific aims and
actionable results that are informed by and developed with the community.

-

This article presented a case example of how the model was used to facilitate
the development and implementation of an online study that investigated the
impact of gender on the provision of support for suicidal men through a
telephone crisis helpline.

-

Outcomes of this model included high participant retention rates, a research
design based on scientific need, and results that were matched to crisis
helpline procedures and translatable into service improvements.
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Chapter 5
Preamble
The co-design process outlined in the previous chapter was used to
develop an online survey exploring the impact of the caller’s perceived gender on
TCWs’ decision making with potentially suicidal callers that are described in
vignettes. The following chapter provides a detailed outline about the
development of the design and method of the study contained in this thesis, and
the strategies used to ensure that the research was both scientifically rigorous and
appropriate for the context.
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The design and method development of the empirical
studies
A primary challenge faced in the development of this thesis was that,
despite evidence to suggest that gender might subtly, yet persistently, influence
how people interpret and respond to the possibility of suicide risk in others
(Owens & Lambert, 2012; Scourfield et al., 2012, 2007), there was an absence of
any research investigating the impact of perceived gender on TCWs’ responses
to indications of possible suicidal risk. Consequently, the main goal of this thesis
was to examine whether perceived gender might impact the process of help
provision by TCWs in a scientifically rigorous way that was appropriate for the
context.
Scientific rigor refers to the “strict application of the scientific method to
ensure robust and unbiased experimental design, methodology, analysis,
interpretation and reporting of results. This includes full transparency in
reporting experimental details so that others may reproduce and extend the
findings”(National Institutes of Health, 2016, para. 1). This definition was
operationalised in the study development as: 1) an experimental design with
consideration of internal and external validity (e.g. allocation bias and order
effects); 2) a data collection procedure from a representative sample; 3) use of
measures with demonstrated reliability and validity and; 4) a statistical analysis
that is appropriate for use with the data and answers the research question. The
following chapter provides an overview of the development and implementation
of the complete study survey undertaken in fulfilment of this thesis. Further
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detail specific to the empirical studies emergent from the data are contained in
Chapters 6 and 7.
Design development
As described in Chapter 4, the development of the study design was
facilitated by a community-academic partnership (CAP) between the research
team and the crisis helpline collaborator, Lifeline Australia. The original nature
of the research meant there was insufficient justification to potentially
compromise callers’ privacy and confidentiality by collecting in vivo data
through listening to TCWs’ responses to actual crisis line callers (Mishara &
Weisstub, 2005). The co-designed study was able to balance the need to examine
TCWs’ behaviour and callers’ safety by using an online self-report survey in a
repeated-measures design that was cued by a vignette that described a suicidal
caller. This design was able to systematically examine: 1) whether the callers’
perceived gender might influence the patterns of signs that TCWs may use to
decide whether a caller might be suicidal (Chapter 6); 2) the extent to which the
callers’ perceived gender impacted TCWs’ rating of callers’ potential suicidality
(Chapter 7); and 3) whether the callers’ perceived gender impacted the
relationship between the callers’ potential suicide risk and TCWs’ decisions to
use support-oriented or intervention-orientation skills with the caller (Chapter 7).
Consideration of both internal and external validity was taken in the
development of the design to ensure the results were accurate and could be
generalised to other samples. To mitigate allocation bias, participants were
randomly assigned to one of two groups. Each group was exposed to two study
conditions—male-female caller/female-male caller vignette presentation—which
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used the same caller vignette but different names and gender pronouns to
describe the caller as male or female (see Figure 5.1; more detail below). After
reading each caller vignette, TCWs were asked to rate the callers’ potential
suicide risk and their intention to use trained intervention or support-oriented
skills with the caller.
To minimise the potential for vignette order having an effect on the
participants’ behaviour, the order of vignette presentation was counter-balanced.
This allowed the examination of whether the gender of the caller that was
initially presented might influence the information that TCWs attend to
throughout the study survey. The repeated-measures design meant it was possible
to compare the same participants’ responses to both vignettes. This also provided
the added benefit of requiring fewer participants to reach the desired statistical
power and achieve valid results, and the influence of participant variables (i.e.
individual differences) could be minimised while being able to identify small
changes in TCWs responding.
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Figure 5.1 Survey design exploring TCWs’ identification of, and response to, potential suicidal presentation among male and female
callers.
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Vignette Justification and Design
The study conditions were based on the use of vignettes, which were
scenarios that varied only by callers’ gender (Heverly, Fitt, & Newman, 1984;
O’Dell, Crafter, de Abreu, & Cline, 2012). By using vignettes, the study was able
to examine the potential influence of perceived gender on how TCWs respond to
callers’ possible suicide risk, while minimising the impact of confounding factors
that would be present in an in vivo design. People respond to vignettes in a
similar way as they would to real life situations, particularly when the scenario is
both relevant, and realistic (Hughes & Huby, 2004; Neff, 1975). Vignettes have
been used successfully to measure behavioural intentions (Wilson, Rickwood,
Bushnell, Caputi, & Thomas, 2011), and behavioural intentions are commonly
recognised as the most proximal predictor of actual behaviour (Ajzen, 1991;
Webb & Sheeran, 2006). In the current study, a caller vignette was used to
prompt participants to identify how they would intend to respond to the caller in
a real-life situation.
To create the vignette for the study, a vignette describing a caller was
drafted by the research team using signs of suicide identified by exert consensus
of members of the American Association of Suicidology (Rudd et al., 2006).
Each suicide sign identified by Rudd et al (2006) was described in the vignette,
but there were no direct statements of suicidal intent. The suicidality of the caller
was purposely left ambiguous to elicit the participants’ subjective evaluation of
the callers’ potential suicidality. The gender of the caller that is described in the
vignette was manipulated by changing the name and gender pronouns to either
Jack and he/his, or Jill and she/her. Changing gender pronouns in vignettes
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triggers responses that are informed by gender (Cotton, Wright, Harris, Jorm, &
Mcgorry, 2006; Felmlee, Sweet, & Sinclair, 2012; Jones & Cochrane, 1981).
Following best practice recommendations for vignette development (Caldwell &
Jorm, 2000; Heverly et al., 1984), the initial draft was distributed among the
clinical training staff at the affiliated telephone helpline for feedback about faceand content-validity. No changes were suggested, and the final vignette was
included in the study survey.
The study vignette read: (Jill/Jack) has called a helpline. (S/he) is feeling
trapped. In the past few months (Jill/Jack) has experienced a relationship
breakdown, which (s/he) continues to feel angry about. Currently (Jill/Jack)
seems to be agitated and restless. (S/he) says (s/he) wants to get in (his/her) car,
drive away and leave everything behind. Most nights (Jill/Jack) has trouble
sleeping. Recently (s/he) has been having a few drinks before bed as a way to
relax and fall asleep. (Jill/Jack) doesn’t feel like leaving the house, and often
avoids social contact. (Jill/Jack’s) family and friends have noticed this change,
and are becoming concerned about (his/her) changes in mood. Jill/Jack says
called the helpline because (he/she) doesn’t see things ever improving.
Ethics Approval
The study protocol for this thesis was approved by the University of
Wollongong Human Research Ethics Committee (16/135) (Appendix F) and
UnitingCare Queensland Human Research Ethics Committee (Wilson C.19016)
(Appendix G).
Recruitment
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The participant recruitment strategy initially described in Chapter 4 was codesigned by the CAP to ensure that TCWs and centre staff were not over-taxed
by requests for research participation. Participant recruitment was facilitated by
the Head of Research at Lifeline Australia who initially contacted a random
selection of telephone crisis support centre managers to ask whether they would
give consent for TCWs from their centres to participate in the study. Centre
managers who consented were asked to distribute an online expression of interest
form among active TCWs. Participants were told that the research required
completing an online survey that included questions about TCWs’ decisionmaking with callers. The study focus on suicidal callers was not explicitly
mentioned. The TCWs who provided consent to participate in the study were
assigned to either the pilot or main study (see Figure 5.2).
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Figure 5.2 Recruitment flow diagram for pilot and main studies.
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Procedure
As previously outlined, participants who were assigned to the pilot study
completed the study survey before those who were assigned to the main study.
The purpose of the pilot study was to determine whether the design and survey
were feasible and appropriate within a TCW sample. Feedback was sought from
participating TCWs by an open-response comment and feedback section at the
conclusion of the pilot survey. Additionally, managers of the participating
helpline centers were called by telephone prior to and during survey distribution
to collect informal feedback. Of the 40 participants invited to participate in the
pilot study, 62.5% responded (n = 25). The findings from the pilot study led to
small adjustments to the phrasing of two survey questions and clarification of the
purpose of the survey in the Participant Information Sheet that introduced and
described the study to participants.
The results reported in Chapters 6 and 7 use data collected during the main
study. Of the 204 participants invited to participate in the main study, 72.5%
responded (n = 148). An independent survey administrator who was not part of
the research team communicated directly with participating TCWs via email.
This strategy assured the confidentiality and anonymity of research participants.
Participants who were allocated to the main study were sent an electronic link to
the Participant Information Sheet, which included an electronic button to provide
consent. TCWs who provided consent were redirected to the study survey hosted
by SurveyMonkey©.
The survey contained 3 sections. All participants completed the first and
second sections of the study survey (examining demographic and perceived
suicide risk) prior to being randomly allocated to Condition 1 or Condition 2
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using the randomization function in SurveyMonkey© for completing the third
section (examining gender bias). Participants in Condition 1 were asked to read a
vignette describing a suicidal male caller, rate the possible suicide risk of the
caller, and report intention to use intervention- and support-oriented skills with
the caller. Once participants in Condition 1 had completed this section, they were
presented with the vignette describing a suicidal female caller, and responded to
the same questions. Participants in Condition 2 were asked to read a vignette
describing a female caller, rate the possible suicide risk and report intention to
use intervention- and support-oriented skills with the caller. Once participants in
Condition 2 had completed this section, they were presented with the vignette
describing the suicidal male caller and asked to respond to the same questions.
Participants were thanked for their participation and then exited the survey.
Measures
As noted, the measures in the study survey were presented in three
sections (see Appendix H). The sections included:
Section 1 measured demographic variables and current psychological state.
Demographic variables such as contextual factors (e.g. TCW’s recent shift
workload; TCW’s own gender) and state factors (e.g. TCW’s current
psychological state) have been found to influence decision-making (Byrne, 2013;
Gartner, Nieuwenhuijsen, Dijk, & Sluiter, 2010; Harrison & Home, 2000), and
were controlled for in the main study.
Variables that were measured were:
•

Age

•

Sex
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•

Gender identity

•

Home location: metropolitan, regional, rural/remote

•

Country of birth

•

Language spoken at home

•

Education level

•

Role within Lifeline

•

Years of experience as a telephone crisis supporter

•

Number of Lifeline shifts per week

•

Most recent shift at Lifeline

•

Lived experience of suicide

After reading each item participants were asked to respond using multiple-choice
options, with the exception of age. For example, “Education level” options included:
No qualification; school qualification - Year 10; School Certificate or equivalent; senior
school qualification -Year 12 HSC, QCE, TCE, VCE, WASE or equivalent; post-school
qualification – TAFE, VET, diploma or equivalent; or post-school qualification –
University degree.
Current level of psychological distress was measured with the 21-item item
Depression, Anxiety, Stress Scales (Lovibond & Lovibond, 1995: DASS-21).
The DASS-21 is the short-form of the 42-item DASS and contains three scales of
seven items that measure the negative emotional states of depression, anxiety and
stress. Sample items include “I felt that I had nothing to look forward to”, “I felt I
had a lot of nervous energy”, and “I tended to over-react to situations”, and are
rated from 0 (Did not apply to me at all) to 3 (Applied to me very much, or most
of the time). The DASS-21 has high levels of internal reliability for each scale:
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depression (α = 0.90), anxiety (α = 0.79), and stress (α = 0.89) (Crawford,
Cayley, Lovibond, Wilson, & Hartley, 2011). For analysis, a composite measure
was calculated by summing the raw scores from each scale to generate a measure
of general psychological distress (Crawford et al., 2011).
Section 2 assessed the risk TCWs associated with signs of suicide in male and
female callers, and whether these may be influenced by gender. Participants read
the instructions “The following scale will investigate the thoughts and behaviours
expressed by a caller that would indicate to you they are at risk for suicide”, and
were asked “Using the following scale, identify the behaviours that can be seen
and thoughts that are expressed which would indicate that a (male/female) caller
is at risk for suicide”.
The risk associated with signs of suicide for male and female callers scale
comprised of a list of 11 common signs of suicide expressed by male or female
callers: “expresses or behaves in ways which indicate intense feelings of anger”;
“says they have increased alcohol or drug use”; “expresses or acts in ways which
indicate recklessness or engagement in risky activities, seemingly without
thinking”; “indicates they are withdrawing from friends, family, or society”;
“expresses or behaves in ways which indicate agitation or restlessness”;
“expresses there is no reason for living”; “expresses or behaves in a way which
indicates dramatic changes in mood”; “says the future is hopeless”; “says they
are feeling trapped, or stuck like there is no way out”; “expresses the inability to
sleep, or says they sleep all the time” and “expresses the intent to seek revenge”
(Hunt, Wilson, Caputi, Woodward, & Wilson, 2017; Rudd et al., 2006).
Following recommendations from Ajzen (Ajzen, 1991, 2006), a seven-point
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Likert-type rating scale from 1 (Low risk) to 7 (High risk) was used to assess
variance in participants’ responses.
Section 3, assessed TCWs’ rating of callers’ potential suicide risk and TCWs’
intention to use the skills they have been trained in when they suspect a caller
might be suicidal. After reading the caller vignette TCWs were asked to rate the
caller’s potential for suicide risk and the TCW’s intentions to use specified TCW
skills with the caller.
Rating of callers’ potential suicide risk. TCWs responded to a single item, “In
your opinion, what is the suicide risk of this caller” by selecting “low” (1),
“medium” (2) or “high” (3).
Intention to use TCW skills. The Telephone Crisis Support Skills Scale (TCSSS)
(Kitchingman, Wilson, Caputi, Woodward, & Hunt, 2015) comprises 23 items
that were taken directly from the standardised training protocol that all TCWs in
this sample received before taking crisis calls. Items assess intention to use either
the support-oriented or intervention-oriented skills that are itemised in the CPSM
and ASIST intervention models. Participating TCWs were asked to rate their
intention to use each skill with the caller described in the vignette on a scale from
1 (extremely unlikely to use) to 4 (extremely likely to use). For analysis,
responses to skills were grouped as support-oriented or intervention-oriented,
creating two subscales corresponding to the specific content of the CSPM and
ASIST models. Sample support-oriented items include “Identify what prompted
the call/main issue”, and “Engage the caller’s trust”. Sample interventionoriented items include “Increase safety” and “Manage the immediate situation”.
The subscales contained 13 support-oriented skills (α = 0.93) and 10
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intervention-oriented skills (α = 0.89) that demonstrated acceptable levels of
internal consistency.
Data cleaning and analysis
Prior to analysis, the entire data set was screened for inconsistencies and
missing data (Broeck, Cunningham, Eeckels, & Herbst, 2005). Of 151
respondents to the survey, 25 (16.6%) of participants had some degree of missing
data. Little’s Missing Completely at Random (MCAR) test was conducted to
determine the pattern of randomness (Little, 1988). The test was non-significant,
χ2(601)=359.029, α=1.000, indicating the missing values were randomly
distributed across all observations.
As participants could not go backwards to change responses, or skip
questions in the survey, it was identified the pattern of missing data largely
reflected the point at which participants prematurely exited the survey. Fishers’
exact test was used to determine whether demographic characteristics were
associated with missing data. It was found that home location, χ2(N=149)=7.471,
α=.022, education level, χ2(N=149)=7.859, α=.035, and shift frequency,
χ2(N=149)=10.241, α=.044, were related to missing data occurrences. However,
assessing adjusted residuals after a p-value correction for multiple comparisons
indicated that these differences were not statistically significant. Consequently, it
was determined that the data was missing at random and no corrective action was
taken.
Chapter 6 assumption testing
Chapter 6 analysed data collected in Sections 1 and 2 of the study survey.
Prior to analysis, scores for the risk associated with suicide signs scale were
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examined in SPSS for the extent to which the data met the assumptions of
analysis conducted. The distribution of risk associated with suicide signs in male
and female callers were approximately normally distributed, as assessed by
visual inspections of normal P-P plots. There were no excessive correlations
(>.07) between the items, suggesting multicollinearity was not present, and the
predictors were categorical so linearity assumption was not violated. There was
independence of observations according to the Durbin Watson statistic
(approximately 2 for all tests). One outlier was found with a standardised
residual of greater than 3, but this point did not have a large leverage value or
influence so was retained in the data set. Consequently, the parametric tests that
were used in Chapter 6 analysis were deemed appropriate for use with the data.
Chapter 7 assumption testing
Chapter 7 analysed data collected in Sections 1 and 3 of the study survey.
Prior to analysis, scores of TCWs’ intention to use support-oriented and
intervention-oriented skills with callers were also examined in SPSS to determine
the extent to which the data met the assumptions of the analysis conducted. A
linear relationship and homoscedasticity was found by examining a scatterplot of
the studentised residuals against the predicted values for each analysis and
inspection of P-P Plots indicated that residuals were approximately normally
distributed. There was no evidence of multicollinearity, as assessed by tolerance
values greater than 0.1. Outliers across the conditions were examined, and two
cases were excluded that had an unacceptably high standardised residuals (>3),
leverage values across conditions (>.2) and were influential points (Cook’s
Distance value greater than 1). Consequently, the parametric tests that were used
in Chapter 7 analysis were deemed appropriate for use with the data.
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Chapter 6
Preamble
Using the method described in the previous chapter Article 4, Patterns of
signs that telephone crisis support workers associate with suicide risk in
telephone crisis-line callers, explores whether TCWs use patterns of suicide
signs to alert them to the possibility that a caller might be suicidal, and if so, if
this is influenced by the callers’ or the TCWs’ gender. The study adds to the
development of a preliminary understanding of how TCWs decide if a caller may
be suicidal, and whether this may be influenced by gender. .
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Patterns of Signs that Telephone Crisis Support
Workers Associate with Suicide Risk in Telephone
Crisis Line Callers
Hunt, T., Wilson, C. J., Caputi, P., Wilson, I., Woodward, A. (2018).
Patterns of signs that telephone crisis support workers associate with suicide risk
in telephone crisis line callers. International Journal of Environmental Research
and Public Health., 15(2), 235-248. doi: 10.3390/ijerph15020235.
Abstract
Signs of suicide are commonly used in suicide intervention training to
assist the identification of those at imminent risk for suicide. Signs of suicide
may be particularly important to telephone crisis-line workers (TCWs), who
have little background information to identify the presence of suicidality if the
caller is unable or unwilling to express suicidal intent. Although signs of suicide
are argued to be only meaningful as a pattern, there is a paucity of research that
has examined whether TCWs use patterns of signs to decide whether a caller
might be suicidal, and whether these are influenced by caller characteristics
such as gender. The current study explored both possibilities. Data were
collected using an online self-report survey in an Australian sample of 137
TCWs. Exploratory factor analysis uncovered three patterns of suicide signs
that TCWs may use to identify if a caller might be at risk for suicide (mood,
hopelessness, and anger), which were qualitatively different for male and
female callers. These findings suggest that TCWs may recognise specific
patterns of signs to identify suicide risk, which appear to be influenced to some
150

extent by the callers’ inferred gender. Implications for the training of telephone
crisis workers and others, including mental-health and medical professionals, as
well as future research in suicide prevention are discussed.
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Introduction
Telephone crisis lines play a pivotal role in suicide prevention systems by
facilitating the identification of individuals with current thoughts of suicide and
supporting them to seek ongoing mental-health care (Covington & Hogan, 2011;
Gould et al., 2016; Gould, Kalafat, Harrismunfakh, & Kleinman, 2007).
Emergent research suggests that the suicidal process is inherently dynamic with
time-limited periods of acute intensity (Bryan & Rudd, 2016; Deisenhammer et
al., 2009; Kattimani, Sarkar, Menon, Muthuramalingam, & Nancy, 2016). Crisis
lines are one of the few intervention modalities that can respond to these shortterm fluctuations by providing immediate support regardless of time of day or
geographic location (Woodward & Wyllie, 2016). The individuals that staff
telephone crisis lines, referred to as telephone crisis-line workers (TCWs), are
usually trained personnel who provide crisis intervention remotely, on a once-off
and time-limited basis (Coman, Burrows, & Evans, 2001; Lester, 1974; Pirkis et
al., 2016). In this time- and information-limited telephone crisis-line context,
TCWs are often reliant on the caller verbally expressing suicidality to identify
callers with thoughts of suicide (Hunt, Wilson, Woodward, Caputi, & Wilson,
2018; Krysinska & De Leo, 2007). This context poses challenges for identifying
suicidal callers (Hunt et al., 2018). Recent neuroscience research has found that
suicidal ideation and behaviour indicate the presence of brain changes that
physically impair the suicidal individual’s cognitive capability for identifying
and describing emotions (Jollant et al., 2011; Keilp et al., 2013), which may
contribute to a lack of disclosure about suicidal ideation (Wilson, 2017; Wilson,
Thomas, & Furlong, 2017). If people who are imminently suicidal have impaired
ability to articulate their suicidal ideation, the responsibility for preventing
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suicide is shifted to TCWs’ ability to accurately identify whether a caller might
be suicidal from the information the caller can and does provide.
Signs that suicidality might be present
To identify whether a caller might be suicidal, TCWs often undergo
training that includes learning signs of suicide, sometimes referred to as warning
signs of suicide or suicide invitations. Suicide signs refer to indications of current
suicidality that are observed by or reported to another, and indicate risk for
suicide within minutes, hours or days, and are widely disseminated in a variety of
psychoeducational and public mental-health campaigns (Rudd, 2008; Rudd et al.,
2006). Widely accepted suicide signs include intense feelings of anger, increased
alcohol or drug use, recklessness or engagement in risky activities, withdrawal
from friends, family or society, agitation or restlessness, expressing that there is
no reason for living, dramatic changes in mood, hopelessness, feeling trapped or
stuck, inability to sleep or sleeping all the time, and intent to seek revenge (Rudd
et al., 2006). TCWs are trained to be attentive to callers presenting with these
signs. If suicide signs are detected, the TCW is also trained to engage in direct
questioning about the caller’s suicidal state before implementing procedures to
ensure their safety. The importance of listening, not just for veiled evidence of
signs but also for correlates of the suicidal state suggesting that a caller might be
suicidal, is highlighted by results of a recent systematic review which
investigated the incidence of suicide communication prior to suicidal deaths
(Pompili et al., 2016). The review found that across studies, approximately half
of people who died by suicide did not directly state that they were suicidal
(Pompili et al., 2016). Unlike direct expressions of intent to die by suicide,
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indirect expression of information that might suggest the caller is suicidal is open
to interpretation (Rudd, 2008; Rudd et al., 2006).
The role of pattern recognition in identifying the risk that a caller might
be suicidal
The subjectivity involved in identifying whether an individual is at risk for
suicide has led to the argument that information about the individual’s current
state is only meaningful when interpreted as a pattern (Rudd, 2008; Rudd et al.,
2006; Tucker, Crowley, Davidson, & Gutierrez, 2015). For example, one sign of
suicide, such as social withdrawal, is likely to be insufficient to indicate to a
TCW that the caller might be suicidal, but combined with talk of “leaving it all
behind” and “feeling trapped”, is likely to trigger TCWs’ recognition that a caller
might be suicidal. In this way, pattern recognition, defined as the “non-conscious
recognition of problem-states based on patterns of features that prime appropriate
scripts in memory” (Loveday, Wiggins, Festa, Schelll, & Twigg, 2013, p. 1), is
likely to play an important role in TCWs’ identification of suicidal callers.
Importantly, pattern recognition is not a conscious or critical-thinking process
(Klein, 2015). Rather, it occurs when an individual subconsciously recognizes
relationships between features of a presenting problem, which in turn cues
memories about the problem and strategies to manage it (Campbell, Croskerry, &
Bond, 2007; Croskerry, 2009a, 2009b). In the time- and information-limited
telephone crisis support context, pattern recognition may be an effective strategy
to identify callers at risk for suicide (Gigerenzer & Gaissmaier, 2011; Tversky &
Kahneman, 1974). However, as noted, it is common practice across
psychoeducational training for professionals and community members to rote-
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learn single lists of signs rather than to learn how to recognise patterns of signs
and correlates of suicide that suggest an individual might be suicidal, to
determine appropriate intervention responses (Kitchener, Jorm, & Kelly, 2017;
LivingWorks, 2016). If TCWs decide how to respond to a caller on the basis of
information patterns, it is likely these patterns are learned through informal
learning that occurs via professional experience on telephone crisis lines,
personal and lived experience, media reporting, print media, and television and
film depictions (Gould, Jamieson, & Romer, 2003; Jorm, 2000).
The influence of callers’ gender when identifying suicide risk
Gender is a construct that refers to a system of social relations and
practices that constitute people as two different categories, male or female
(Connell, 2005; Ridgeway & Correll, 2004), and defines the “differing
characteristics of men and women and how they are expected to behave”
(Ridgeway & Correll, 2004, p. 512) (p. 512, emphasis added). Although gender
is a continuum rather than discrete categories of male/female, the dominant
understanding of gender continues to be binary. In the context of suicide,
ascribing suicide risk to binary categories of gender might be a consequence of
reported population data (Connell, 2012). For example, the overrepresentation of
men in suicidal fatalities and women in suicide attempts (Canetto & Sakinofsky,
1998; Johnston, Pirkis, & Burgess, 2009; World Health Organisation, 2014), may
have contributed to the perception that suicide is a masculine phenomenon
(Cleary, 2012; Fullagar & O’Brien, 2015; Jaworski, 2010; Scourfield, Jacob,
Smalley, Prior, & Greenland, 2007). These gender differences in suicide statistics
contribute to and reinforce binary notions of male and female experience and
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expression of suicidality (Canetto, 1992; Cleary, 2012; Evans, Scourfield, &
Moore, 2014). Consequently, gender expectancies may bias the suicide warning
signs that TCWs associate with suicide risk among men and women at an
individual level.
Research has found that suicide is often interpreted in ways that are
consistent with social expectations of masculinity and femininity (Canetto, 1992;
McAndrew & Garrison, 2007; Owens & Lambert, 2012; Scourfield, Fincham,
Langer, & Shiner, 2012; Scourfield et al., 2007). A study analysing media
coverage of suicide in Austria found that articles reporting female suicide deaths
used more words related to mental-illness and socialising patterns than articles
reporting male deaths, and articles reporting male suicide deaths used more
words related to anger, spousal breakup and rejection than articles reporting
female deaths (Eisenwort, Till, Hinterbuchinger, & Niederkrotenthaler, 2014).
These gendered patterns are also evident in friends’ and family members’
interpretation of suicidal presentation in suicide decedents (Owens & Lambert,
2012; Scourfield et al., 2012). In the context of telephone crisis support (Hunt et
al., 2018), gender is a discernible identity characteristic that is inferred,
accurately or inaccurately, from vocal qualities such as timbre, pitch, resonance,
and vocal style (Belin, Fecteau, & Bédard, 2004; Fitch & Giedd, 1999;
Mullennix, Johnson, Topcu-Durgun, & Farnsworth, 1995). It is possible that the
meaning TCWs associate with information provided by a caller is influenced by
the caller’s gender. If this is accurate, it would suggest that gender may also
influence TCWs’ recognition of information suggesting that a caller might be
suicidal.
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The influence of Telephone Crisis Workers’ own gender when
identifying suicide risk
The possibility that TCWs’ decision making might be influenced by caller
gender extends to the TCWs’ own gender within the gender binary system.
Expectancies about others’ behaviour are contained within one’s initial
understanding of the other and self as male or female (Ridgeway & Correll,
2004; Stangor, Lynch, Duan, & Glas, 1992). This perspective suggests that
TCWs’ own gender and the expectancies associated with this identity might
influence TCWs’ interpretation of patterns in the information provided by
callers. A systematic review of the impact of gender on health-care
communication found that the composition of gender-dyads of clinicians and
patients had specific impacts on the quality and nature of health-care
relationships and interactions (Sandhu, Adams, Singleton, Clark-carter, & Kidd,
2009). Female patient-female doctor dyads appear to be characterised by psychosocial and biomedical talk with a person-centred approach (Brink-Muinen, Van
Dulmen, Messerli-Rohrbach, & Bensing, 2002), compared to male patientfemale doctor dyads which involved interactions that exhibited low levels of
technical language and the doctor’s use of a dominant tone (Hall et al., 1994). In
contrast, female patient-male doctor dyads involved a more interventionistic
approach and were less patient-centred than with interactions in female-patientfemale doctor dyads (Hall et al., 1994); whereas, male patient-male doctor dyads
had a biopsychosocial focus and friendly communication patterns (Hall et al.,
1994; Tabenkin, Goodwin, Zyzanski, Stange, & Medalie, 2004). Importantly, it
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appears that clinician’s own gender can impact the style of health-care
encounters that the clinician has with non-gender matched clients (Brink-Muinen
et al., 2002; Hall et al., 1994). Accordingly, it is possible that the gender of the
TCW interacts with the inferred gender of the caller to influence TCWs’
recognition of suicide risk. If the TCWs’ ability to identify whether a caller
might be suicidal is influenced or confused by gender (either the caller’s or the
TCW’s), TCWs may require additional training to ensure that their ability to
accurately and effectively identify and support callers with thoughts of suicide is
not compromised.
The current study
The current study was exploratory and conducted to examine whether: (1)
there might be patterns of suicide signs that TCWs use to decide whether a caller
might be suicidal; and (2) if there are patterns, whether the gender of either the
caller or TCW influences the suicide risk that TCWs associate with different
patterns of signs.
Methods
Participants
A total of 148 active TCWs from a prominent Australian telephone crisis
helpline consented to participate in the study. Eleven TCWs exited the survey
before completion of the survey items in this study, and were excluded from the
following analysis. A summary of the demographic details of participants can be
found in Table 6.1. The sample is representative and reflects the crisis helplines
male-female ratio.
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Table 6.1
Demographics Of Participants Split By Female (N = 98) And Male (N = 39)
Telephone Crisis-Line Workers (TCWS).
Demographic
s
Age

Home
Location

Lived
experience of
suicide

Lifeline
position

Years as a
TCW

Range

Femal
e
n

%
10.
2
11.
2
20.
4
26.
5
21.
4
10.
2
62.
2
30.
6

Mal
e
n

%

Tota
l
n

%

1.0

2.6

11.0

8.0

0.0

0.0

11.0

8.0

>25

10

26–35

11

36–45

20

46–55

26

56–65

21

66<

10

Metropolitan

61

Regional

30

Rural/Remot
e

7

7.1

5

Yes

71

72.
4

27

No

26

26.
5

Prefer not to
respond

1

1.0

Volunteer

85

Employee

13

0–2 years

52

3–5 years

24

6–8 years

9

9.2

6

9–11 years

6

6.1

4
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86.
7
13.
3
53.
1
24.
5

4.0
8.0
18.0
8.0
19
15

10.
3
20.
5
46.
2
20.
5
48.
7
38.
5
12.
8

24.0
34.0
39.0
18.0
80
45

17.
5
24.
8
28.
5
13.
1
58.
4
32.
8

12

8.8

69.
2

98

71.
5

12

30.
8

38

27.
7

0

0.0

1

.7

31
8
14
10

79.
5
20.
5
35.
9
25.
6
15.
4
10.
3

116
21
66
34
15
10

84.
7
15.
3
48.
2
24.
8
10.
9
7.3

12–14 years

Shift
frequency

Shift recency

15 years or
longer
More than
once per
week
Once per
week
Once per
fortnight
Once per
month
Less than
once per
month
Less than 1
week ago

4

4.1

4

10.
3

8

5.8

3

3.1

1

2.6

4

2.9

9

9.2

6

15.
4

15

10.
9

38
46

38.
8
46.
9

21
12

53.
8
30.
8

59
58

43.
1
42.
3

4

4.1

0

0.0

4

2.9

1

1.0

0

0.0

1

.7

1 week ago

22

2 weeks ago

15

3 weeks ago
4 weeks ago
More than 4
weeks ago

7
3

44.
9
22.
4
15.
3
7.1
3.1

7

7.1

44

1
3

53.
8
15.
4
17.
9
2.6
7.7

1

2.6

21
6
7

8
6

47.
4
20.
4
16.
1
5.8
4.4

8

5.8

65
28
22

Design
An online survey with a measure assessing signs that TCWs associate
with potential suicide risk was distributed to the national sample of TCWs from
an Australian telephone crisis line. The development of the study was supported
by a community-academic partnership (CAP) (Hunt, Wilson, Woodward, Caputi,
& Wilson, 2017).
Recruitment
The survey recruitment process and procedure were developed to make
efficient use of TCWs’ time and workload. TCWs were only approached once to
participate and were assigned to either the pilot or main study (see Figure 6.1).
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The study protocol was approved by the University of Wollongong Human
Research Ethics Committee (16/135) (Appendix F) and UnitingCare Queensland
Human Research Ethics Committee (Wilson C.19016) (Appendix G). After
approval from relevant ethics review boards, crisis line centres that consented to
participate in the study were asked to distribute an online expression of interest
form among active TCWs. The TCWs who expressed interest in participating in
the research project were randomly allocated to participate in either the pilot
study, or the main study. Results from the pilot study fully supported conducting
the main study as designed. Participants allocated to the main study were then
invited to participate in the study by email. The response rate for the main study
survey was 73% (n = 148). An independent survey administrator who was not a
part of the research team communicated with participating TCWs. This assured
the confidentiality and anonymity of research participants.
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Figure
6.1 Participant recruitment flow chart.
Main Study Procedure
Participants were sent an electronic link to the online participant
information sheet and study survey, which was hosted on SurveyMonkey©. The
participant information sheet introduced the survey as “a study investigating how
features of the crisis call influence how TCWs identify and respond to callers
experiencing crisis”. If TCWs consented to participate in the study after reading
the participant information sheet, they entered the survey to complete the first
section that included demographic questions. After completing section one,
participants were randomly allocated to an experimental condition (a malefemale or female-male sign list) to counter balance potential order effects, and
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were asked to rate the suicide risk associated with signs of suicide. Two scales—
one specified as for male callers and one specified for female callers—were
randomized and presented on separate survey pages. Participants exited the
survey after completing items in section two.
Measures
Demographics: Participants responded to a series of demographic
questions that assessed gender, age, home location, country of birth, years of
experience as a TCW, and shift frequency and recency. TCWs also reported
whether they had lived experience of suicide.
Risk associated with signs of suicide for male and female callers:
Participants read the instructions “The following scale will investigate the
thoughts and behaviours expressed by a caller that would indicate to you they are
at risk for suicide”, and were asked “Using the following scale, identify the
behaviours that can be seen and thoughts that are expressed which would indicate
that a (male/female) caller is at risk for suicide”. The scale comprised of a list of
11 common signs of suicide expressed by male or female callers: “expresses or
behaves in ways which indicate intense feelings of anger”; “says they have
increased alcohol or drug use”; “expresses or acts in ways which indicate
recklessness or engagement in risky activities, seemingly without thinking”;
“indicates they are withdrawing from friends, family, or society”; “expresses or
behaves in ways which indicate agitation or restlessness”; “expresses there is no
reason for living”; “expresses or behaves in a way which indicates dramatic
changes in mood”; “says the future is hopeless”; “says they are feeling trapped,
or stuck like there is no way out”; “expresses the inability to sleep, or says they
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sleep all the time” and “expresses the intent to seek revenge” (Hunt, Wilson,
Caputi, Woodward, & Wilson, 2017; Rudd et al., 2006). Following
recommendations from Ajzen (Ajzen, 1991, 2006), a seven-point Likert-type
rating scale from 1 (Low risk) to 7 (High risk) was used to assess variance in
participants’ responses.
Data Screening and Analysis
Prior to analysis, scores for the risk associated with signs of suicide for
male and female callers were examined in SPSS (IBM, Armonk, NY, USA), and
parametric tests were deemed appropriate for use with the data. Exploratory
Factor Analysis (EFA) is a statistical technique that is used to group together
variables that are closely related (Ford, MacCallum, & Tait, 1986), and was used
to explore whether there were groups of signs that TCWs use to infer suicide
risk, and whether these are different for male and female callers. Two EFA
analyses were conducted; one included TCWs’ rating of suicide risk associated
with signs of suicide in male callers (11 items), and the second included TCWs’
rating of suicide risk associated with signs of suicide in female callers (11 items).
Both analyses were conducted using maximum likelihood extraction and direct
oblimin rotation with a delta value of 0, following best practice recommendations
(Costello & Osborne, 2005; Osborne, 2015). The number of factors to be
included in each EFA was determined by the Cattell’s scree test (Cattell, 1966),
which involves a visual inspection of the levelling-off of a plot of eigenvalues to
determine the number of factors which account for the most variance. Each of the
137 participants in the study completed both suicide sign scales, which meant the
minimum number of participants in both factor analyses was reached with an
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acceptable ratio of 12 cases for each variable (Costello & Osborne, 2005). For
inclusion in the factor solution for each analysis the minimum loading
requirement of 0.45 was selected, which represents a statistically significant
correlation between the original variable and its factor at a power level of 80%,
with an alpha level of 0.05 (Hair, Anderson, Tatham, & Black, 1998). Items that
loaded on more than one factor were removed if the cross-loading was greater
than 0.4 (Schönrock-Adema, Heijne-Penninga, Van Hell, & Cohen-Schotanus,
2009). The factor scores are a composite measure of each factor and were
calculated for each participant using regression scores (Distefano, Zhu, &
Mîndrilă, 2009; Hair et al., 1998). Higher factor scores indicated higher scores on
scale items (Hair et al., 1998). Bivariate correlations between the factor scores
and age, gender, lived experience of suicide, and years of TCW experience were
calculated, followed by a series of six hierarchical regression analyses to assess
the extent to which TCWs’ own gender might influence the risk they associate
with different patterns of signs for males and females. Regressions one to three
were conducted in the sample of female TCWs and regressions four to six were
conducted in the sample of male TCWs. In all regressions, factor scores were
used as the dependent variable: regressions one and four used the scores for
factor 1, regressions two and five used the factor scores for factor 2, and
regressions three and six used the factor scores for factor 3. In all regressions,
lived experience was controlled for and entered into the model at Step 1. TCWs’
gender was entered into each model at Step 2.
Results
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To determine whether there are groups of signs that TCWs use to identify
risk that a caller is suicidal, and whether these are different for male and female
callers, two individual factor analyses were conducted on TCWs’ risk ratings for
11 suicide signs in male callers, and 11 suicide signs in female callers. For male
callers, three factors were identified which explained 74% of total variance in
TCWs’ risk rating. Nine of the 11 items that were entered into the EFA loaded on
single factors with coefficients greater than 0.45. The item “withdrawal from
friends, family, or society” cross-loaded onto Factor 1 and 2, and the item
“increased alcohol or drug use” failed to reach the minimum loading required.
Both items were both excluded from subsequent analysis. The total variance
explained by the three factors was 47.22%, 17.97%, and 9.58%, respectively.
Factor loadings are presented in Table 6.2.

Table 6.2
Direct Oblimin Rotated Factor Structure Of Patterns Of Suicide Signs
Associated With Suicide Risk In Male Crisis Line Callers.
Loadings
1

Suicide signs
Intent to seek revenge
Intense feelings of anger
Recklessness, or engagement in
risky activities
Inability to sleep, or sleeps all
the time
Agitation or restlessness
Dramatic changes in mood
Future is hopeless
No reason for living
Feels trapped, or stuck like
there is no way out
Cronbach’s alpha

2

3

1.03
0.56
0.45
0.99
0.80
0.59
0.86
0.69
0.67
0.79

0.87
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0.74

For female callers, there were also three factors that explained 73% of the
total variance in TCWs’ risk rating. In contrast to the results for the male caller,
for the female caller, ten of the 11 items that were entered into the EFA loaded
onto single factors with coefficients greater than 0.45, and are presented in Table
6.3. The item “Recklessness, or engagement in risky activities” failed to reach
the minimum loading required and was excluded from subsequent analysis. The
total variance explained by the three factors was 45.57%, 17.96%, and 9.61%,
respectively.

Table 6.3
Direct Oblimin Rotated Factor Structure Of Patterns Of Suicide Signs
Associated With Suicide Risk In Female Crisis Line Callers.
Loadings
1
0.83
0.78
0.78
0.64
0.60

Suicide signs
Agitation or restlessness
Dramatic changes in mood
Inability to sleep, or sleeps all the time
Withdrawing from friends, family or society
Increased alcohol or drug use
Future is hopeless
No reason for living
Feels trapped, or stuck like there is no way out
Intense feelings of anger
Intent to seek revenge

2

3

0.83
0.66
0.61

Cronbach’s alpha

0.83

0.73

0.80
0.76
0.
79

For male and female callers the factors that were uncovered appear to be
consistent with three broad patterns: mood; hopelessness; and anger. For each
pattern, there were items that were in common for male and female callers. For
the mood and anger categories, there were items that were different in male and
female callers.
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Common to male and female callers were items reflecting anger features
(male callers: Factor 1; female callers: Factor 3): “intent to seek revenge” and
“intense feelings of anger”; items reflecting mood features (male callers: Factor
2; female callers: Factor 1):“inability to sleep, or sleeps all the time”, “agitation
or restlessness”, and “dramatic changes in mood”; and items reflecting
hopelessness features (male callers: Factor 3; female callers: Factor 2): “future is
hopeless”, “feels trapped, or stuck like there is no way out”, and “no reason for
living”. Differentiating risk recognised for male callers from female callers was
one item in the anger pattern (male callers: Factor 1):“recklessness, or
engagement in risky activities”; and differentiating risk recognised for female
callers from male callers were two items in the mood pattern (female callers:
Factor 1) “withdrawal from friends, family or society” and “increased alcohol or
drug use”. Bivariate correlations were conducted to explore the relationships
between demographic variables and the factor scores for each pattern for male
and female callers. There were four small and significant associations: being a
male TCW was correlated with higher risk ratings for the anger pattern among
male callers (Factor 1), r = 0.18, p < 0.05, and higher risk ratings for the mood
pattern among male callers (Factor 2), r = 0.21, p < 0.01; more years as a TCW
was correlated with lower risk ratings for the mood pattern among male callers
(Factor 2), r = −0.17, p < 0.05; and TCWs’ own lived experience of suicide was
correlated with lower risk ratings for the mood pattern among female callers
(Factor 1), r = −0.19, p < 0.05. As a precaution, TCWs’ lived experience was
controlled for in the following regression analyses because over two-thirds of
TCWs reported lived experience (see Table 6.1).
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Hierarchical regression was used to examine the extent to which TCWs’
gender was associated with the factor scores for male and female callers, with
lived experience controlled for. The alpha level to determine statistical
significance was set at p < 0.016 (calculated as p < 0.05/3) to adjust for familywise error associated with multiple-comparisons. There was only one association
that was close to significance across regressions: being a female TCW was
associated with relating higher potential for suicide risk to hopelessness features
among female callers at p = 0.018 (b = −0.40, Standard Error = 0.17, sr2 = −0.20;
Adj R2 = 0.03, F(2, 133) = 3.06, p = 0.05).
Discussion
This study explored whether there were patterns of signs that TCWs use
to recognise that a caller might be at risk for suicide, and whether these are
different for male and female callers. Exploratory factor analysis uncovered three
factors that reflected patterns of signs TCWs may use to identify whether a male
or a female caller might be at risk for suicide. The patterns appear to reflect
descriptions of mood, hopelessness, and anger. Importantly, while most signs
that TCWs recognise in patterns were common for male and female callers, there
were differences in specific suicide signs that TCWs related to the anger pattern
in male callers and the mood pattern for female callers. This suggests that while
TCWs may listen for common general patterns when deciding whether a male or
female caller might be suicidal, the specific features of the anger and mood
patterns may differ slightly depending on the inferred gender of the caller.
Regression analyses found no significant evidence to suggest that TCWs’ own
gender influences pattern recognition.
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TCWs are not trained in patterns to identify suicide risk, which suggests
the finding of common patterns of signs used by TCWs to identify callers at risk
for suicide may be an adaptive strategy to facilitate the identification of suicide
risk in callers. In the time- and information-restricted context of telephone crisis
support, TCWs’ ability to recognise suicidal potential within callers from
patterns of anger, hopelessness, and mood signs may be particularly important if
the caller has not directly and verbally expressed suicidal intent. Further, the
subtle differences between male and female callers in the anger and mood pattern
suggest that the patterns TCWs use to identify suicide risk in callers are not
static, but may be changeable and reflective of the context of the caller. This
finding suggests this sample of TCWs were not utilizing blank templates of
characteristics ascribed to suicide risk, and appears to reflect the current
movement in training away from risk categorisation and towards individualised
approaches of suicide intervention (Large et al., 2016; Large, Ryan, Carter, &
Kapur, 2017). The findings suggest that training which emphasises
individualised approaches to suicide intervention for all TCWs and face-to-face
responders is an important step to improving the identification of suicidal
individuals across disciplines and professions.
The possible utility of pattern recognition for identifying suicide risk in
callers must also be tempered by the potential for pattern recognition to
contribute to “suicidal candidacy” (Sweeney & Owens, 2015). Suicide candidacy
refers to theories or representations about the type of person who is expected to
experience suicidality, e.g. the belief that suicidal individuals are socially
withdrawn, depressed, and have experienced recent stressful life events. The
results of the current study suggest that gender may also inform expectations
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about the characteristics of individuals at risk for suicide. Currently, there is no
evidence to suggest that male and female callers to telephone helplines present
with different risk profiles (Gould et al., 2016). The finding that TCWs
associated different anger signs with male suicide risk, and mood disruption
signs with female suicide risk may reflect vulnerability to confirmation bias,
within which TCWs actively listen for these signs in caller presentation to
determine whether a caller is suicidal. As a consequence, callers at risk for
suicide may not be identified if they present differently to expectations. As
pattern recognition is largely unconscious, the current findings point to the need
for suicide intervention training across disciplines and professions to feature
critical thinking and cognitive debiasing skills to ensure underlying interpretation
biases do not impact the identification of suicide risk (Croskerry, Singhal, &
Mamede, 2013; Graber et al., 2012; Monteiro & Norman, 2013).
The patterns used by TCWs to identify the presence of risk for suicide
appear to have little influence from their own gender or lived experience, which
suggests that other factors are likely to have a role in developing TCWs’
understanding or recognition of specific patterns, e.g. experience on phones,
suicide narratives in media etc. Motivations for volunteering and perspectives on
helping are often assessed prior to acceptance in training programs to ensure
TCWs are positioned to provide empathetic support and unconditional positive
regard to callers which is not influenced by their own personal, emotional, or
psychological needs. The results suggest that, in the current sample, TCW
screening and training has been effective at reducing the impact of TCW’s
experience of their own gender on the help they provide to others. Findings from
this study point to the need for training to continue to focus on supporting TCWs
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to provide flexible and adaptive interventions that are tailored to individual need,
and uninfluenced by TCWs’ previous experiences.
The findings should be considered in light of limitations. Self-report data
was collected from volunteer participants at one national telephone crisis
helpline. Although the sample was representative and reflected the crisis-line’s
male-female ratio, the sample size was small. Future research should be
conducted to determine whether the findings can be generalised to other crisis
helplines and organisations. Patterns of signs associated with suicide risk were
assessed using commonly disseminated suicide warning signs (Hunt, Wilson,
Caputi, et al., 2017; Rudd et al., 2006). These signs may not be exhaustive. In
practice, TCWs are in vocal contact with the caller where there is reciprocal
influence that can substantially influence the suicide intervention process.
Consequently, there may be other unknown information sources that TCWs
attend to when making decisions about suicidal callers. These might include
cultural background, age grouping, and descriptions of co-occurring mentalhealth issues. It may also be important to consider whether the current results are
explained by the influence of underlying gender biases which may account for
the differences in patterns of signs that are used to identify risk in male and
female callers. Future research should address TCWs’ interpretation of, and
response to, suicide callers in vivo to examine how gender may impact decision
making with actual suicidal callers. If TCWs look for subtle differences in signs
to identify male and female callers at risk for suicide, it is important to know the
extent to which this might impact subsequent responses, including recognising
the need for referral, search and rescue operations, and selection of support
strategies to alleviate distress and enhance coping. Namely, it needs to be
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established whether automatic and subconscious pattern recognition processes
enhance or compromise the identification of and response to suicidal callers, and
under what conditions.
Conclusions
This study is the first known to have explored whether TCWs use patterns
of suicide signs to identify the presence of suicide risk in callers, and whether
this is influenced by gender. The results suggest that TCWs may recognise
patterns of signs that indicate a caller could be suicidal, and these are subtly and
qualitatively different for male and female callers. Furthermore, the patterns
recognised by TCWs did not appear to be influenced by TCWs’ own gender.
Combined, the findings suggest that helpers trained in suicide intervention may
use pattern recognition to identify potential suicide risk if a person does not
explicitly state suicidal intent, and these patterns may be influenced by
characteristics such as inferred gender. As much is at stake in suicide prevention,
it is vital that the conditions under which pattern recognition is an effective
component of the support process are thoroughly understood. As pattern
recognition is by definition subconscious, the current results suggest that training
practices must continue to support TCWs in treating each caller as separate and
unique to provide empathetic and flexible suicide intervention that is suited to
each caller’s needs. Future research should investigate whether the subtle
differences in patterns of signs that TCWs use to identify suicide risk in male and
female callers impact their subsequent responses to callers they suspect might be
suicidal.
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Summary points added after publication:
-

This article presents the results of an online self-report survey of an
Australian sample of TCWs exploring whether this group use pattern
recognition to identify suicide risk in callers and if this is influenced by the
gender of the caller.

-

The findings suggest that TCWs may use patterns of signs to recognise
suicide risk in a caller if suicidal intent has not been explicitly stated and
these patterns are subtly different for male and female callers.

-

This article suggests that TCWs may incorporate knowledge and experience
external to trained protocols to assist in the identification of potential
suicidality.
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Chapter 7
Preamble
Chapter 6 found that although TCWs are trained to identify suicidal
presentation consistently regardless of the caller’s gender, TCWs may look for
different combinations of signs to identify whether male and female callers might
be at risk of suicide. Chapter 7, The impact of caller gender on telephone crisis
helpline workers’ interpretation of suicidality in caller vignettes, examines
whether differences in pattern recognition of suicide risk might impact TCWs’
decisions to use support- and/or intervention-oriented skills in response to male
and female callers described in vignettes.
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The Impact of Caller Gender on Telephone Crisis
Helpline Workers’ Interpretation of Suicidality in
Caller Vignettes
Hunt, T., Wilson, C. J., Caputi, P., Wilson, I., Woodward, A. (2018). The
impact of gender on telephone crisis-line workers’ interpretation of and response
to callers’ presentation of suicidality. International Journal of Environmental
Research and Public Health, 15 (4), 831. doi: 10.3390/ijerph15040831.
Abstract
Telephone crisis-line workers (TCWs) are trained in a variety of
techniques and skills to facilitate the identification of suicidal callers. One
factor that may influence the implementation of these skills is gender. This
study used an experimental design to explore whether helpline callers being
identified as male or female is associated with TCWs’ ratings of callers’
potential for suicide risk and TCWs’ intention to use support- or interventionoriented skills with callers. Data were collected using an online self-report
survey in an Australian sample of 133 TCWs. The results suggest that under
some circumstances the callers’ gender might influence TCWs’ intention to use
intervention-oriented skills with the caller. Implications for the training of
telephone crisis workers, and those trained in suicide prevention more broadly
are discussed.
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Introduction
Telephone crisis helplines play a pivotal role in comprehensive suicide
prevention systems (Covington & Hogan, 2011). Each call to crisis helplines
provides an opportunity to prevent suicide by facilitating the identification of,
and response to, people experiencing imminent suicidal crisis (Covington &
Hogan, 2011; Gould et al., 2016; Gould, Kalafat, Harrismunfakh, & Kleinman,
2007). Across the USA, UK, Australia and New Zealand, crisis helplines are
staffed by paid and unpaid volunteers and paraprofessionals who are trained in
crisis and suicide intervention (Coman, Burrows, & Evans, 2001; Krysinska &
De Leo, 2007; Lester, 1974; Middleton, Gunn, Bassilios, & Pirkis, 2014).
Training procedures between crisis helplines vary, but across telephone
crisis-line services, standardised training protocols tend to apply general
guidelines for the identification of callers in a suicidal state and strategies to
reduce callers’ current experience of crisis and/or suicidal states. Most also aim
to ensure the safety of callers by emphasising the need to “set aside assumptions
about who may be at risk of suicide (usually based on membership in a “higherrisk” group)” (LivingWorks, 2013, p. 6) and to treat callers as individuals by
responding to their unique presentation to identify potential suicidality and direct
subsequent support decisions. For example, crisis-line staff (referred to in this
article as telephone crisis-line workers: TCWs) at a national telephone crisis
helpline in Australia are trained using two intervention models to facilitate
efficient and appropriate responses to people in crisis: the Crisis Support Practice
Model (CSPM) (Lifeline Australia, 2015), and the Applied Suicide Intervention
Skills Training (ASIST) model (LivingWorks, 2016). The CSPM guides TCWs’
use of skills involved in connecting with the caller, focusing the call, relieving
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distress, enabling coping and deciding on next steps. TCWs are trained to
monitor every caller’s potential suicidality, regardless of group membership,
while progressing through the CPSM by asking about suicidal thoughts in every
call. Once the possibility of suicide risk is described by the caller through direct
or indirect suicide signs (e.g. callers directly discussing thoughts of suicide,
indirect talk of “leaving it all behind” etc.), TCWs are directed to apply skills
from the ASIST model, which are focused on ensuring caller safety (Gould,
Cross, Pisani, Munfakh, & Kleinman, 2013; Lifeline Australia, 2015). In this
way TCWs’ training resembles an ‘if–then’ decision model; if the possibility of
suicide risk is identified as a presenting issue then the ASIST model is to be used
to specifically check for suicide risk, if the possibility of suicide risk is not
identified, then the CSPM is the only model that TCWs implement (see Figure
7.1).

Figure 7.1 TCW training in decision making.
Current research in clinical decision-making suggests that there is more to
decision-making than a straightforward relationship between problem
identification and response (Croskerry, 2009). Decision-making in healthcare
contexts (also known as clinical reasoning or clinical judgement) refers to “the
188

cognitive processes that [are] necessary to evaluate and manage a
patient’s…problem” (Barrows & Tamblyn, 1980, p. 19). Sophisticated models of
clinical decision-making have been developed for doctors (Croskerry, 2009), and
other health professionals (Jensen, Croskerry, & Travers, 2009; Kam & Midgley,
2006; Strohmer, Shivy, & Chiodo, 1990) to specify the mechanisms underlying
decision-making and understand how errors occur. Such models propose that
decision-making can be influenced by a variety of contextual factors, state
factors, and biases. For example, mental workload and fatigue can impair
information processing accuracy and efficiency, and consequently contribute to
poor performance on decision-making tasks (Byrne, 2013; Harrison & Home,
2000). Additionally, negative psychological states can be associated with deficits
in the ability to infer others’ mental states and predict their behavior (Bora &
Berk, 2016), and may impair decision-making and help-provision in occupational
contexts (Gartner, Nieuwenhuijsen, Dijk, & Sluiter, 2010). In the telephone crisis
support context, these factors may influence TCWs’ identification of potential
suicide risk. At the national telephone crisis helpline in Australia, TCWs are
trained to listen for whether a caller might be suicidal but not to clinically assess
for the presence of suicide risk. If callers do not describe suicidal thoughts in a
direct way, which may be up to two-thirds of people with thoughts of suicide
(Berman, 2017), it is up to the TCW to infer whether suicidal risk could be
present and the potential degree of severity, based on the TCW’s recognition of
signs of suicide that may be described by the caller. This decision-making
process involves pattern recognition that is defined as the “non-conscious
recognition of problem-states based on patterns of features that prime appropriate
scripts in memory” (Loveday, Wiggins, Festa, Schelll, & Twigg, 2013, p. 1).
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There is substantial evidence to suggest that when TCWs are required to
infer whether an ambiguous caller could be suicidal, TCWs will be influenced
more by heuristics and biases than other factors that underpin decision-making
(Croskerry, 2009; Gigerenzer & Gaissmaier, 2011; Tversky & Kahneman, 1974).
A prominent factor that may bias the inference of suicidal presentation is the
caller’s gender (Hunt, Wilson, Caputi, Wilson, & Woodward, 2018). Gender
refers to a system of social relations and practices that assign people to one of
two categories (male or female) (Connell, 2005; Ridgeway & Correll, 2004) that
define the “differing characteristics of men and women and how [each group is]
expected to behave” (Ridgeway & Correll, 2004) (p. 512, emphasis added).
Across Western countries, statistical data indicates that men are over-represented
in suicidal fatalities, and women are over-represented in suicide attempts
(Canetto & Sakinofsky, 1998; Johnston, Pirkis, & Burgess, 2009; World Health
Organisation, 2014). Some suicide intervention training programs such as ASIST
caution helpers to not apply risk-group categorisation to individual cases as it
only reflects population differences in suicidal vulnerability, and may result in
suicidal individuals being missed (LivingWorks, 2013). Yet, it is possible that in
the absence of information that clearly describes a caller’s suicidal state, TCWs
may be influenced by their perception of the callers’ gender when making sense
of the information they are hearing. For example, there is emerging evidence that
when TCWs are deciding whether a caller might be suicidal, they listen for
patterns of information that are subtly different in male and female callers (Hunt
et al., 2018). If TCWs listen for different patterns of suicide signs for male and
female callers, it is also possible that a caller’s gender will influence TCWs’
decision to prioritise their use of skills associated with the CSPM model
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(support-oriented skills) or the ASIST model (intervention-oriented skills).
Whether there is such a relationship between callers’ gender and TCWs’ decision
to use one type of skills over the other is currently unknown. Given the lethal
consequences that may be associated with inaccurate decision-making with
suicidal callers, a better understanding of whether a gender bias might influence
TCWs’ decision-making may help save a life.
The current study used a repeated-measures experimental design to
explore whether there is an association between TCWs’ ratings of callers’
potential for suicide risk and their intention (i.e. the action component of the
decision to act; (Wilson & Deane, 2010)) to use intervention-oriented or supportoriented skills with male and female callers, with contextual factors (e.g. TCW’s
recent shift workload; TCW’s own gender) and state factors (e.g. TCW’s current
psychological state) controlled for.
Methods
Participants
One hundred and forty-eight participants were recruited from an
Australian national crisis helpline and were all trained in the CSPM and ASIST
intervention models. ASIST is a 14-h internationally recognized gatekeeper
training program (LivingWorks, 2016) that is delivered alongside the CSPM
model (Lifeline Australia, 2015) that was developed by the helpline as a part of
its standardised training procedures. Phase 1 of TCW training involves a
minimum of 67 contact hours over 3 months, which covers common caller
presenting issues (e.g. grief and loss, relationships, drug and alcohol use, suicide
etc.). The sessions are facilitated by two trainers, and usually involve lectures
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followed by role-plays to practice applying the service delivery models to a
variety of caller situations. Completion of Phase 1 of standardised training prior
to answering calls on the crisis line is mandatory for all TCWs. After completing
Phase 1, TCWs proceed to Phase 2 and 3 which involves supervised call shifts
and ongoing call assessment to ensure competency and consistency in delivering
the service provision models.
Fifteen TCWs completed the demographic section and exited the survey
prior to completing the study measures, and their demographic data were
excluded from analysis. Sample age was representative of the national TCW
population based on figures provided by the crisis helpline, and ranged from
younger than 25 years to older than 66 years; 16.5% of the sample (n = 22) was
younger than 35 years, 66% (n = 91) was aged 36 to 65 years, and 12.8% (n =
20) was aged 66 years or older. The largest proportion of the sample, 48.1% (n =
64), had been a TCW for 0 to 2 years; 36.1% (n = 48) had been a TCW for 3 to 8
years and 15.8% (n = 21) had been a TCW for 9 years or more. Most in the
sample, 97.1% (n = 129), reported that they completed shifts at least once per
fortnight, and 3.0% (n = 4) completed shifts once per month. Most in the sample,
85% (n = 113), also reported that they had completed their last shift in the past
fortnight, whereas 9.8% (n = 13) completed their last shift 3 to 4 weeks ago and
5.4% (n = 7) completed their last shift more than 4 weeks ago. Additional sample
context information is presented in Table 7.1.
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Table 7.1
Sample Information.
Demographics
Home location

Lived experience of suicide

Lifeline position

Range
Metropolitan
Regional
Rural/Remote
Yes
No
Prefer not to
respond
Volunteer
Paid

n
78
45
10
95
37
1

%
58.6
33.8
7.5
71.4
27.8
0.8

121
21

84.2
15.8

Design
The study design and procedure was developed within the context of a
community-academic partnership (CAP) using a co-design process (Michener et
al., 2012) (a detailed description of the CAP and project co-design can be found
elsewhere (Hunt, Wilson, Woodward, Caputi, & Wilson, 2017)). The co-design
process utilised a structured approach to seeking feedback from different levels
of the crisis helpline to develop a design approach that was suitable for the
context. Since the impact of gender on TCWs’ support of suicidal callers has yet
to be examined, an experimental design wherein gender was manipulated was
nominated as the most prudent approach. Such a design would allow the initial
exploration of the impact gender may have on the process of help-provision
compared to the baseline provided by TCWs’ standardised training. The
feedback process identified that it was a priority to develop a design that was as
succinct as possible for participants who were predominantly volunteer TCWs
with high workloads. As a result, this study used an online self-report survey in a
repeated-measures vignette design to systematically examine whether caller
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gender might influence the information that TCWs identify as important when
deciding whether a caller might be suicidal and whether to prioritise the use of
support- or intervention-oriented skills with the caller. To implement the design,
participants were randomly assigned to one of two groups and exposed to both
study conditions which used the same caller vignette with different names and
gender pronouns (see Figure 7.2; more detail below). The order of vignette
presentation was counter-balanced to examine whether the gender of the caller
initially presented might influence the information TCWs attended to throughout
the study survey Figure 7.3). Repeated-measures designs with the use of
vignettes have been used successfully, with minimal evidence of evaluation
effects that impair interpretation of study results (Newcombe, Van Den Eynde,
Hafner, & Jolly, 2008).
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Figure 7.2 Recruitment flow diagram for pilot and main study.

Figure 7.3 Study design exploring the association between Telephone Crisis
Workers’ (TCWs’) rating of callers’ potential for suicide risk and their intention
to use intervention- and support-oriented skills with male and female callers.
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Vignette Justification and Development
Collecting data by listening to actual crisis-line calls raises ethical issues
related to caller privacy, confidentiality, and ability to provide valid and
informed consent due to the vulnerability of callers that must be considered
against study merit when conducting in vivo studies (Mishara & Weisstub,
2005). Since there are no existing studies that have explored whether callers’
gender biases TCWs’ decision-making and intention to use support- or
intervention-oriented skills with suicidal callers, this study used a standardised
vignette, rather than an in vivo setting, to explore whether such a bias might
exist.
An ambiguous caller vignette was drafted by the research team using
commonly recognised signs of suicide (Rudd et al., 2006), and was distributed
among the clinical training staff at the telephone helpline for feedback about
face- and content-validity. Each suicide sign identified by Rudd et al. (Rudd et
al., 2006) was described in the vignette but there were no direct statements of
suicidal intent. The gender of the caller that is described in the vignette was
manipulated by changing the name and gender pronouns to either Jack and
he/his, or Jill and she/her. Changing gender pronouns that are used in vignettes
has been found to trigger responses that are informed by gender (Cotton, Wright,
Harris, Jorm, & Mcgorry, 2006; Felmlee, Sweet, & Sinclair, 2012; Jones &
Cochrane, 1981). The vignette read: (Jill/Jack) has called a helpline. (S/he) is
feeling trapped. In the past few months (Jill/Jack) has experienced a relationship
breakdown, which (s/he) continues to feel angry about. Currently (Jill/Jack)
seems to be agitated and restless. (S/he) says (s/he) wants to get in (his/her) car,
drive away and leave everything behind. Most nights (Jill/Jack) has trouble
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sleeping. Recently (s/he) has been having a few drinks before bed as a way to
relax and fall asleep. (Jill/Jack) doesn’t feel like leaving the house, and often
avoids social contact. (Jill/Jack’s) family and friends have noticed this change,
and are becoming concerned about (his/her) changes in mood. (Jill/Jack) says
(s/he) called the helpline because (s/he) doesn’t see things ever improving. Based
on the suicide risk assessment guidelines that this sample of TCWs were trained
to follow, the appropriate response to a caller who might be suicidal, but who has
not made a direct expression of suicidal intent, is to follow the general CSPM
model which advises the use of support-oriented skills until the TCW conducts a
safety check and the caller’s suicidal intent is confirmed or disproved.
Recruitment
The study protocol was approved by the University of Wollongong
Human Research Ethics Committee (16/135) (Appendix F) and UnitingCare
Queensland Human Research Ethics Committee (Wilson C.19016) (Appendix
G). After approval from relevant ethics review boards, Telephone crisis support
centre managers who consented to allow TCWs from their centres to participate
in the study were asked to distribute an online expression of interest form among
active TCWs. Participants were told that the research required completing an
online survey that included questions about TCWs’ decision-making with callers.
The study’s focus on suicidal callers was not explicitly mentioned. The TCWs
who expressed interest in participating in the research project were approached
only once by the research team and those who provided consent to participate in
the study were assigned to either the pilot or main study (see Figure 7.2).
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Procedure.
Participants who were assigned to the pilot study and provided consent
completed the study survey before those who were assigned to the main study.
The purpose of the pilot study was to determine whether the design and survey
were feasible and appropriate within a TCW sample. Feedback was sought from
participating TCWs by an open-response comment and feedback section at the
conclusion of the pilot survey. Additionally, managers of the participating
helpline centers were called prior to and during survey distribution to collect
informal feedback. The response rate for the pilot study was 62.5% (n = 25). The
findings from the pilot study led to small adjustments to the phrasing of two
survey questions and clarification of the purpose of the survey in the Participant
Information Sheet that introduced and described the study to participants.
This article reports results from the main study. The response rate for the
main study survey was 73% (n = 148). An independent survey administrator who
was not a part of the research team communicated directly with participating
TCWs via email. This strategy assured the confidentiality and anonymity of
research participants. Participants who were allocated to the main study were
sent an electronic link to the Participant Information Sheet, which included an
electronic button to provide consent. TCWs who provided consent were
redirected to the study survey hosted by SurveyMonkey©. The first section of the
survey included demographic questions and the study control variables
(psychological state, mental workload, and gender identity), and was completed
by all participants prior to being assigned to a Condition. Participants were then
randomly allocated to Condition 1 or Condition 2 using the randomisation
function in SurveyMonkey©, which resulted in sample sizes of 56 and 75,
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respectively. Participants in Condition 1 were asked to read a vignette describing
a suicidal male caller, rate the possible suicide risk of the caller, and report
intention to use intervention- and support-oriented skills with the caller. Once
participants in Condition 1 had completed this section, they were presented with
the vignette describing a suicidal female caller, and responded to the same
questions. Participants in Condition 2 were asked to read a vignette describing a
female caller, rate the possible suicide risk and report intention to use
intervention- and support-oriented skills with the caller. Once participants in
Condition 2 had completed this section, they were presented with the vignette
describing the suicidal male caller and asked to respond to the same questions.
Participants were thanked for their participation and then exited the survey.
Measures
Demographics. All participants completed questions that asked for
gender, age, home location, country of birth, and years of experience as a TCW.
TCWs also reported whether they had lived experience of suicide, defined as
“having experienced suicidal thoughts, survived a suicide attempt, cared for
someone who has attempted suicide, been bereaved by suicide, or been touched
by suicide in another way” (Suicide Prevention Australia, 2015).
Workload. Participants reported how often they complete shifts at the
telephone helpline (shift frequency) and when they completed their most recent
shift at the helpline (shift recency) on a scale from 1 Less than one week ago to 6
More than 4 weeks ago. Shift frequency and shift recency were correlated (r =
0.44, p < 0.001), and were used to create a composite workload measure by
combining and averaging z-scores.
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Current psychological state. The 21-item Depression, Anxiety, Stress
Scales (Lovibond & Lovibond, 1995: DASS-21) is the short-form of the 42-item
DASS and contains three scales of seven items that measure the negative
emotional states of depression, anxiety and stress. Sample items include “I felt
that I had nothing to look forward to”, “I felt I had a lot of nervous energy”, and
“I tended to over-react to situations”, and are rated from 0 (Did not apply to me
at all) to 3 (Applied to me very much, or most of the time). The DASS-21 has
high levels of internal reliability for each scale: depression (α = 0.90), anxiety (α
= 0.79), and stress (α = 0.89) (Crawford, Cayley, Lovibond, Wilson, & Hartley,
2011). For analysis, a composite measure was calculated by summing the raw
scores from each scale to generate a measure of general psychological distress
(Crawford et al., 2011).
Rating of callers’ potential suicide risk. TCWs were presented with a
vignette of a male or female caller presenting signs of suicide. After reading the
vignette, TCWs were asked to rate the likelihood that the caller in the vignette
was suicidal. TCWs responded to a single item, “In your opinion, what is the
suicide risk of this caller” by selecting “low” (1), “medium” (2) or “high” (3).
Few TCWs rated the caller as “low” risk (1% to 2% of rankings across vignette
presentations), thus, “low” and “medium” rankings were summed to create a
single “low–medium” category score for analysis (see Table 7.2).
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Table 7.2
Frequencies and Percentages of TCWs’ Rating of Callers’ Potential for Suicide
Risk by Vignette Condition.
Male-Female Vignette
Order (Condition 1)

Possibility of
Suicide Risk

Female-Male Vignette
Order (Condition 2)

Low–medium
High
Possibility of
Suicide Risk
Low–medium
High

Male Vignette
Frequency (Percentage
of Condition 1 Sample)
23 (41%)
33 (59%)
Female Vignette
Frequency (Percentage
of Condition 2 Sample)
41 (56%)
32 (44%)

Female Vignette
Frequency (Percentage
of Condition 1 Sample)
29 (53%)
26 (47%)
Male Vignette
Frequency (Percentage
of Condition 2 Sample)
30 (43%)
40 (57%)

Intention to use TCW skills. The Telephone Crisis Support Skills Scale
(TCSSS) (Kitchingman, Wilson, Caputi, Woodward, & Hunt, 2015) was used to
measure TCWs’ intentions to use the recommended TCW service skills in
response to the vignettes of suicidal crisis-line callers. The 23 items in the
TCSSS were taken directly from the standardised training protocol that all TCWs
in this sample received before taking crisis calls. Items assess intention to use
either the support- or intervention-oriented skills that are itemised in the CPSM
and ASIST intervention models. Participating TCWs were asked to rate their
intention to use each skill with the caller described in the vignette on a scale from
1 (extremely unlikely to use) to 4 (extremely likely to use). For analysis,
responses to skills were grouped as support-oriented or intervention-oriented,
creating two subscales corresponding to the specific content of the CSPM and
ASIST models. Sample support-oriented items include “Identify what prompted
the call/main issue”, and “Engage the caller’s trust”. Sample interventionoriented items include “Increase safety” and “Manage the immediate situation”.
The subscales contained 13 support-oriented skills (α = 0.93) and 10
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intervention-oriented skills (α = 0.89) that demonstrated acceptable levels of
internal consistency.
Statistical Analysis
A priori power estimates were calculated with G*Power (University of
Düsseldorf, Düsseldorf, Germany) (Faul, Erdfelder, Lang, & Buncher, 2007) to
identify the number of participants required to find a small effect size. Making
the assumption of a β level of 0.85 and alpha of 0.05, it was found that the study
would require a minimum of 50 participants per condition to detect a small
effect.
Prior to analysis, scores for the TCSSS, DASS, and rating of possible
suicide risk items were examined in SPSS (IBM, Armonk, NY, USA), and
univariate and multivariate outliers, and non-normal distributions were also
screened (Tabachnick & Fiddel, 2013). Visual inspection of normal Q–Q plots
suggested that the measures were approximately normally distributed and
multiple regression was deemed appropriate for use with the data. Outliers across
the conditions were examined, and two cases were excluded that had
unacceptably high standardised residuals (>3), leverage values across conditions
(>0.2) and were influential points (Cook’s Distance value greater than 1), leaving
56 participants in Condition 1 and 75 participants in Condition 2.
Frequencies were calculated of the TCWs’ rating of callers’ potential
suicide risk along with means and standard deviations for each remaining study
variable (age, gender, and years of TCW experience). To explore whether the
gender of the caller vignette, or the order of vignette presentation, impacted the
frequencies of TCWs’ rating of callers potential suicide risk, a chi-squared test of
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independence was calculated using an alpha level of 0.05. Bivariate correlations
between study measures, within each Condition, were calculated.
Prompted by either the male or female caller vignette, a series of
multivariate regression models was used to examine whether TCWs’ intention to
use intervention- and support-oriented skills with male or female suicidal callers
was associated with rating of possible suicide risk with context (current
psychological state, shift load and TCWs’ gender) controlled for. Eight models
were run: four for each condition with the first and second models (Condition 1)
prompted by the male caller vignette, the third and fourth models (Condition 1)
prompted by the female caller vignette, the fifth and sixth models (Condition 2)
prompted by the female caller vignette, and the seventh and eighth models
(Condition 2) prompted by the male caller vignette. The Bonferroni-adjusted
alpha for multiple calculations was 0.006. For the analysis, the alpha value was
manually set at 0.01 as the Bonferroni correction has been critiqued for being a
conservative adjustment (Morgan, 2007; Perneger, 1998). To account for the
presence of potential order effects, regression models were run separately on split
file data for participants in Condition 1 (n = 56) and Condition 2 (n = 75). In
models one, three, five and seven, intention to use support skills was used as the
dependent variable(DV) and in models two, four, six and eight, intention to use
intervention skills was used as the DV. In all eight regressions, shift load was
entered as the first IV, followed by current psychological state, TCWs’ gender,
and TCWs’ rating of callers’ potential suicide risk.
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Results
Descriptives
Frequencies of the TCWs’ ratings of callers’ potential suicide risk are
reported in Table 7.2. Between 41% and 56% of the sample rated the male and
female caller vignettes as low–medium risk, whereas 44% to 59% of the sample
rated the male and female caller vignettes as high risk. Chi-squared analyses
were used to identify whether there were differences between TCWs’ rating of
male and female callers suicide risk across Condition 1 and Condition 2. The
analyses found that the potential suicide risk ratings for male and female callers
were not significantly different.
Means and standard deviations for all other measures are reported with
reliability estimates in Table 7.3. TCWs reported an average level of general
psychological distress that is expected to be lower than 63% of the general
Australian population (percentile rank = 37; 95% CI = 33 to 40) (Crawford et al.,
2011; Lovibond & Lovibond, 1995). TCWs also reported that they were likely to
use TCW skills with male (M = 3.60, SD = 0.41) and female callers (M = 3.66,
SD = 0.03). The reliability estimates for all multi-item scales were found to be
acceptable (α ˃ 0.70; (Bland & Altman, 1997)).
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Table 7.3
Descriptive Statistics and Reliability Estimates of Study Scales.
Scale

M

SD

Current psychological state (DASS-21)
Male-female vignette (Condition 1)
Female-male vignette (Condition 2)
Workload (composite)
Male-female vignette (Condition 1)
Female-male vignette (Condition 2)
Intention to use skills with male caller
Intention to use support-oriented skills
Male-female vignette (Condition 1)
Female-male vignette (Condition 2)
Intention to use intervention-oriented skills
Male-female vignette (Condition 1)
Female-male vignette (Condition 2)
Intention to use skills with female caller
Intention to use support-oriented skills
Male-female vignette (Condition 1)
Female-male vignette (Condition 2)
Intention to use intervention-oriented skills
Male-female vignette (Condition 1)
Female-male vignette (Condition 2)

6.96
7.16
6.61
0.00
0.02
−0.25
3.60
3.70
3.72
3.69
3.49
3.56
3.42
3.66
3.76
3.72
3.79
3.54
3.55
3.53

.53
0.94
0.66
0.14
0.22
0.19
0.41
0.47
0.06
0.06
0.53
0.07
0.65
0.03
0.36
0.06
0.03
0.46
0.07
0.05

No. of
Items
21

α

1

N/A

23
13

0.96
0.95

10

0.91

23
13

0.94
0.80

10

0.83

0.91

Intention to use support-oriented skills and intention to use interventionoriented skills were correlated with age, gender, lived experience of suicide and
years of TCW experience within each Condition. Correlations that were
significant at 0.05 are reported below.
In Condition 1 (male-female vignette presentation), TCWs’ intention to
use intervention-oriented skills with the male caller was associated positively
with TCWs’ rating of the male callers’ potential suicide risk, r = 0.51, p < 0.001.
Intention to use intervention-oriented skills with the female caller was associated
positively with TCWs’ rating of female callers’ potential suicide risk, r = 0.37, p
= 0.006. TCWs’ intention to use support-oriented skills with the male caller was
associated positively with TCWs’ rating of the male callers’ potential suicide
risk, r = 0.35, p = 0.008.
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In Condition 2 (female-male vignette presentation), TCWs’ intention to
use intervention-oriented skills with the male caller was associated positively
with TCWs’ rating of the male callers potential suicide risk, r = 0.24, p = 0.049.
Association between Potential for Suicide Risk and Intention to Use
Support or Intervention Skills
Male-Female Vignette Presentation (Condition 1)
In Condition 1, regression models one and three (DV: intention to use
support skills) were not significant (Model 1: R2 = 0.15, Adj R2 = 0.09, F(4, 50)
= 2.27, p = 0.075; Model 3: R2 = 0.11, Adj R2 = 0.04, F(4, 48) = 1.50, p = 0.216)
and there were no significant associations with intention at α = 0.01 within either
model (Table 4). Models two and four (DV: intention to use intervention skills)
were both significant (Model 2: R2 = 0.28, Adj R2 = 0.23, F(4, 50) = 4.95, p =
0.002, Cohen’s f2 = 0.38; Model 4: R2 = 0.24, Adj R2 = 0.18, F(4, 48) = 3.85, p =
0.009, Cohen’s f2 = 0.31) and TCWs’ rating of callers’ possible suicide risk was
associated significantly with TCWs’ intentions to use intervention skills with the
male caller and the female caller (Table 7.4). By Cohen’s (1988) conventions, an
effect of this magnitude for models two and four can be considered “large” and
“medium”, respectively (Cohen, 1988).
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Table 7.4
Results of Multivariate Regression Models Examining the Association Between
TCWs’ Rating of Callers’ Potential for Suicide Risk and Their Intention to Use
Support or Intervention Skills with Male and Female Callers.
Independent Variablea

Possible suicide risk

Possible suicide risk

Possible suicide risk

Possible suicide risk

Condition 1
Male Vignette b
Female Vignette c
Model 1: Intention to use support
Model 3: Intention to use
skills
support skills
2
B
β
sr
p
B
β
sr2
p
0.17
0.32
0.33
0.02
0.11
0.24
0.25
0.08
Male Vignette b
Female Vignette c
Model 2: Intention to use
Model 4: Intention to use
intervention skills
intervention skills
2
B
β
sr
p
B
β
sr2
p
0.36
0.49
0.49
0.00
0.31
0.39
0.41
0.00
Condition 2 c
d
Female Vignette
Male Vignette e
Model 5: Intention to use support
Model 7: Intention to use
skills
support skills
B
β
sr2
p
B
β
sr2
p
−0.02
−0.04
−0.04
0.77
0.09
0.09
0.09
0.49
d
e
Female Vignette
Male Vignette
Model 6: Intention to use
Model 8: Intention to use
intervention skills
intervention skills
2
B
β
sr
p
B
β
sr2
p
0.13
0.17
0.17
0.16
0.27
0.24
0.23
0.06

a

Workload, current psychological state, and TCS gender controlled for, b
n=56, c n = 54, d n = 73, e n = 70,
Female-Male Vignette Presentation (Condition 2)
In Condition 2, regression models five and seven (DV: intention to use
support skills) were not significant (Model 5: R2 = 0.09, Adj R2 = 0.04, F(4, 66)
= 1.67, p = 0.166; Model 7: R2 = 0.02, Adj R2 = −0.04, F(4, 65) = 0.32, p =
0.866), and Models six and eight were not significant (Model 6: R2 = 0.11, Adj
R2 = 0.05, F(4, 66) = 1.95, p = 0.113; Model 8: R2 = 0.07, Adj R2 = 0.01, F(4, 65)
= 1.23, p = 0.306). Consistent with Models one and three in Condition 1, there
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were no significant associations with intention found within any model run
within Condition 2 (Table 7.4).
Discussion
This study explored whether TCWs’ ratings of callers’ potential for
suicide risk are associated with their intention to use intervention-oriented or
support-oriented skills with male and female callers. It was found that when
presented with vignettes of male and female callers describing the same signs of
suicide, TCWs rated the male and female caller as experiencing similar potential
for suicide risk. The study also found that TCWs’ ratings of callers’ potential for
suicide risk were associated significantly with their intention to use intervention
skills with male and female callers, but only when TCWs initially responded to
the vignette describing a suicidal male caller (Condition 1). When TCWs were
presented with the male caller before the female caller (Condition 1), the
association between TCWs’ rating of potential suicide risk with their intention to
use support-oriented skills with the female caller was not significant. In contrast,
in Condition 2, when TCWs were presented with the female caller before the
male caller, TCWs’ rating of potential for suicide risk was not associated
significantly with either type of intention. These results suggest that consistent
with their suicide intervention training, TCWs recognise suicidal potential in
both male and female callers expressing signs of suicide. However, the finding
that TCWs’ rating of the male callers’ possible suicide risk was associated with
intention to use intervention-oriented skills in Condition 1 suggests that TCW
decision-making might be influenced or biased by caller gender.
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The finding that TCWs rated the male and female caller in each vignette
at similar levels of potential suicide risk is consistent with existing studies that
have found that similar levels of risk are associated with the same signs of
suicide in men and women (Hunt, Wilson, Caputi, Woodward, & Wilson, 2017).
Although emerging research suggests that TCWs may recognise potential for
suicide risk through different patterns of suicide signs for male and female callers
(Hunt et al., 2018), the current study suggests that a caller’s gender may not
influence TCWs’ perception of the potential suicide risk posed by the caller. This
finding suggests that the suicide intervention training procedures that were used
with this sample of TCWs—procedures that emphasise the necessity of
acknowledging and responding to all suicide signs expressed by callers—appear
to be effective at ensuring optimal responses to suicidal presentation, regardless
of a caller’s gender (LivingWorks, 2016).
Although potential suicide risk was identified consistently across male
and female callers, in this study, TCWs’ rating of callers’ potential suicide risk
was only associated with intention to use intervention-oriented skills when the
initial vignette was male, not female. This finding suggests that TCWs may be
biased when supporting men who are possibly suicidal, and adopt additional
vigilance and caution by associating signs of suicide with the need to defer to
intervention-oriented skills. This contrasts with the suicide risk assessment
guidelines that the current sample of TCWs were trained to follow (described in
the introduction) which suggests that the appropriate response to a caller who
expresses signs of suicide, but has not directly indicated they are suicidal, is use
of support-oriented skills. It also contrasts with the service standard for TCWs to
not modify their response to callers based on perceived risk-group membership.
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Yet, the TCWs’ response to the suicidal male caller in Condition 1 may be
appropriate. Men are overrepresented in suicide mortality statistics across the
western world (World Health Organisation, 2014), and in Australia, where the
crisis helpline is based, the suicide rate for men is three times higher than that for
women (Australian Bureau of Statistics, 2017). It is possible that TCWs learn to
associate male suicidal presentation with the need for intervention skills as a
result of the pairing of men and suicidal mortality that occurs in media reporting,
print media, television and film depictions, and from informal conversations that
occur within the standardised training context with peers and trainers (Cleary,
2012; Eisenwort, Till, Hinterbuchinger, & Niederkrotenthaler, 2014; Jaworski,
2010; Jorm, 2000).The results of this study suggest that TCWs are flexible in
their adherence to the service delivery, and the inferred gender of a caller may
trigger slightly different decisions about when to apply intervention-oriented
skills once potential suicidality is identified. A caution to this finding is that if
TCWs always respond to male callers who are potentially suicidal with
intervention-oriented skills they might select skills that are not best suited to the
callers’ needs. For example, if TCWs automatically use intervention skills when
encountering a male caller whom they perceive to be at high risk, there is a
possibility that male callers’ needs for emotional support may be overlooked
(Feo & LeCouteur, 2013). Additionally, female callers at risk of suicide may be
overlooked. Consequently, TCWs require the process skills and awareness to
ensure that decisions to apply one service model over the other are made in a
cautious and deliberate way rather than as an automatic reflex.
The TCWs’ largely consistent pattern of responses speaks to the
effectiveness of the standardised suicide intervention program the current sample
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was trained in. However, the finding that there may be conditions under which
the TCWs’ responses are impacted by the callers’ gender suggests that current
training practices may be enhanced. Firstly, suicide intervention training could be
supplemented with additional information explaining how experiences and
representations of suicidality can be gendered, and the ways this may impact
helpers’ behavior. Secondly, the finding that TCWs may unconsciously adapt
their use of the service provision models based on their knowledge of the
association between men and suicide suggests that suicide intervention training
organisations may need to consider this in designing programs. TCWs may be
supported in individualised approaches to suicide prevention with training in
decision-making to mitigate potential biases, and assist helpers in using their own
knowledge and experience of suicide in a helpful and consistent way. The
inclusion of cognitive-debiasing would involve increasing TCWs’ awareness of
potential biases that can exist in decision-making and developing the knowledge
and strategies needed to overcome these biases under different conditions with
callers (Chapman, Kaatz, & Carnes, 2013; Croskerry, Singhal, & Mamede, 2013;
Marcum, 2015). Together the findings from this study highlight the need for
ongoing training that strengthens TCWs’ competence in responding to callers’
separate and unique needs, regardless of expectations of suicidal presentation
between various groups that are perpetuated through scientific research and the
media.
Interpretation of these results should also take into account limitations.
The repeated-measures study design that allowed the systematic manipulation of
gender in caller vignettes may have introduced order effects into TCWs’ pattern
of responses. The study mitigated the impact of this on the results by not directly
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comparing TCWs’ responses to the male and female vignettes between
conditions, but instead was interested in how the order effects differed between
conditions. Future research should explore whether the study findings can be
replicated in different caller scenarios, and in an in vivo context. While vignettes
do not completely recreate the context of a live call, they do provide an
opportunity to examine participants’ schematic knowledge of previous calls and
TCWs’ response patterns that are stored in their memory (Bieneck, 2009; O’Dell,
Crafter, de Abreu, & Cline, 2012). Reading caller vignettes triggers TCWs’
autobiographical memories of caller cases that had similar presenting features to
the vignette. These memories trigger how the TCWs are likely to respond to a
future caller and therefore provide an authentic reflection of real-life decisionmaking patterns (Bieneck, 2009; Rahman, 1996). This exploratory study has
found that there may be situations in which the callers’ gender impacts TCWs’
decisions to use particular types of skills they have been trained in. However,
these results likely reflect a combination of training as well as context and/or
state variables, and it is unclear the extent to which each influences the findings.
Future research should investigate the ways in which TCWs’ context and state
impacts decision-making with callers and the conditions under which gender bias
is most likely to impact caller care in a more naturalistic setting.
Conclusions
The findings provide evidence to suggest that TCWs’ decision-making
with suicidal callers may be influenced, to some extent, by caller gender. This is
the first time that the influence of gender on the interpretation and response to
suicidal presentation has been examined, and has implications for the training of
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telephone crisis supporters, and those trained in suicide prevention more broadly.
The finding that the gender of the initial caller in a series of calls triggered
different decisions for using trained skills in response to potential suicidality
suggests that gender may impact the process of suicide intervention in ways that
have not previously been considered. Subject to further research, the results of
this study suggest that suicide intervention training for TCWs and other frontline responders may be enhanced by considering factors that influence the
interpretation of and response to people with thoughts of suicide.

Summary points added after publication:
-

This article explored the extent to which gender may impact TCWs’
interpretation of, and response to, callers expressing signs of suicide.

-

TCWs were presented with vignettes of male and female callers describing the
same signs of suicide and were asked to rate the suicide risk presented by the
caller, and their intention to use support-oriented and intervention-oriented
skills with the caller.

-

TCWs rated both male and female callers as presenting similar levels of
potential suicide risk. Yet, when TCWs responded to the male vignette first,
rating of potential suicide risk was associated with intention to use
intervention-oriented skills with the caller and not when the female caller
vignette was presented first.

-

This article presents the results of the first known experimentally designed
study exploring the impact of gender on TCWs’ interpretation of, and response
to, caller’s suicidal presentation. Together, these results suggest that when
suicidal intent is not explicitly stated, the gender of the initial caller presenting
signs of suicide may trigger different decisions for using intervention-oriented
skills.
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Chapter 8

Discussion
The primary aim of this thesis was to examine the extent to which
perceived gender impacted TCWs’ interpretation of, and response to, callers
expressing signs of suicide. Gender has not been comprehensively examined as a
factor that may influence mental health professionals’ provision of support to
people experiencing thoughts of suicide (Canetto, 1994). However, the mounting
research suggesting that gender can subtly, yet persistently, influence how people
interpret and respond to suicidality indicates that research must consider the
influence of perceived gender on the process of telephone crisis support (Owens
& Lambert, 2012; Scourfield, Fincham, Langer, & Shiner, 2012; Scourfield,
Jacob, Smalley, Prior, & Greenland, 2007). Using a repeated-measures online
survey design developed throughout this thesis, the empirical findings reported in
Chapter 6 identified that if callers do not directly communicate suicidality,
TCWs may use patterns of signs to identify suicidal callers that are slightly
different for male and female callers. Chapter 7 reported that this did not appear
to affect TCWs’ perception of callers’ potential suicide risk as participants rated
the suicidal caller described in each vignette as at moderate to high possible
suicide risk regardless of callers’ perceived gender. Yet, it was also found that
the perceived gender of the initial caller described in a vignette appeared to
trigger different decisions for using crisis support skills TCWs have been trained
in. Specifically, TCWs’ rating of possible suicide risk presented by the caller was
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related to stronger intention to use intervention-oriented skills when the initial
caller was male, but not female.
These findings suggest that despite training that emphasises consistent responses to the
expression of suicidality, TCWs appear to exhibit a heightened intervention response
when presented with a male caller they think may be suicidal. Although the effect sizes
reported in the study were small, the results suggest that TCWs may adapt their
adherence to the standardised practice models when faced with male suicidal
presentation. This heightened vigilance is arguably appropriate in a climate in which
men account for 75% of deaths by suicide (Australian Bureau of Statistics, 2017). With
the caveat that TCWs need to be responsive to female presentation, the finding that
TCWs were sensitised, or potentially biased, in their responding to male suicidal
presentation may be beneficial to caller care. However, the finding that TCWs intention
to use trained skills in response to male callers’ potential suicide risk was not consistent
across both emotional-support skills and intervention-oriented skills is concerning. It is
possible that this result indicates that TCWs may overlook the use of emotional support
skills with male callers in their decision to prioritise intervention-oriented skills. The
theoretical, methodological, research and policy implications of these thesis findings are
discussed below.
Methodological implications
This thesis reports the first known research to isolate and explore the
impact of gender on TCWs’ responses to suicidality through the use of an
experimental design. Experimental designs are used to test hypotheses about the
relationship between independent and dependent variables, but can be difficult to
implement in community-based contexts due to the additional time and effort
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their implementation places on organisations (Allison & Rootman, 1996;
Buchanan, Miller, & Wallerstein, 2007). This thesis developed a model for how
experimental research can be implemented in community-based contexts through
the use of co-design, and resulted in outcomes including high participant
retention rates, a research design based on scientific need, and results that were
matched to crisis helpline procedures and translatable into service improvements.
The novel approach to experimental design used in this thesis provides a model
for future studies to conduct experimental designs in community-based contexts.
Theoretical implications
The results presented in this thesis illuminate the potential role of pattern
recognition in the identification of potential suicidal risk. The finding that TCWs may
use pattern recognition to identify male and female callers that are potentially suicidal
provides empirical support for Rudd et al’s (2006) proposition that suicide signs are
only meaningful as a pattern. It also suggests that knowledge of patterns of potential
suicidal presentation is developed external to suicide intervention training. The results
of the thesis highlight a discrepancy between common training approaches of
identifying callers from singular lists of signs and pattern recognition techniques TCWs
may use to identify suicidal callers in practice. Future research in suicide prevention
should investigate the sources from which people trained in suicide intervention develop
knowledge about suicide signs, and the extent to which these direct TCWs’ use of
support skills to ensure callers’ safety.
The findings of this thesis build upon previous theoretical work that has
highlighted the potential influence of gender on the interpretation of suicidal
behaviour (Jaworski, 2010, 2014; Owens & Lambert, 2012; Scourfield et al.,
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2012, 2007). Informed by the social-relational theory of gender (Ridgeway &
Correll, 2004; Ridgeway & Smith-Lovin, 1999), which proposes that gender acts
as a primary frame for interpreting the behaviour of others, this thesis provides
preliminary empirical evidence that callers’ perceived gender may impact how
TCWs identify and respond to callers’ potential suicidal presentation. These
findings highlight the need for future suicide intervention research to consider
how and when factors such as perceived gender may impact how trained helpers
respond to suicidal presentation.
Future research
The findings presented in this thesis require replication. The importance
of rigorous suicide intervention research necessitates direct replication of the
experimental procedure and conceptual replication using different methods to
determine whether effects are true or false (Earp & Trafimow, 2015; Joiner,
2011; Schmidt, 2009). The current study used an innovative design that provided
a close estimate of TCWs’ actual behaviour in a safe environment (Ajzen, 1991;
Webb & Sheeran, 2006). However, self-report survey designs cannot capture the
dynamic nature of communication and reciprocal influence that exists between
TCWs in vocal contact with callers. Future research should move towards
determining the vocal cues that influence TCWs’ assessments of callers’
perceived gender and the impact on actual behaviour in real time.
The finding that TCWs may identify and respond to potential suicidality
in male and female callers differently, despite being trained with an emphasis on
consistency, points to the need for research to investigate whether there is risk to
the callers or to the TCWs themselves in differentially responding to potential
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suicide risk. The results presented in Chapter 6 and Chapter 7 suggest there is
risk of suicidal individuals that present in ways that are contrary to expectation
being missed or not receiving the intervention they require. For example, if
TCWs consistently respond to male callers who are potentially suicidal with
intervention-oriented skills, or do not respond to female callers’ potential
suicidality, they might select skills that are not best suited to the callers’ needs.
Although there is evidence that some men may prefer a problem-solution focused
model of support (Emslie, Ridge, Ziebland, & Hunt, 2007; Smith, BraunackMayer, Wittert, & Warin, 2008), research conducted in a telephone crisis
helpline also found that male callers routinely called to talk about their troubles
to somebody that would listen (Feo, 2012; Feo & LeCouteur, 2013).
Furthermore, a lack of consistency between trained procedures and practice may
put TCWs at risk for developing distress related to ambivalence or confusion
about the appropriate response. To ensure the safety of both callers and TCWs,
future research needs to clarify the source of inconsistency between trained crisis
intervention procedures and TCWs’ actual responses to male and female callers’
potential suicidal presentation.
Additionally, the potential biases involved in the interpretation of signs of
suicide points to the need for future research to investigate strategies through
which TCWs can effectively and reliably identify callers that are potentially
suicidal. The findings of this thesis suggest that if suicidal callers do not
communicate suicidal intent, TCWs’ current ability to accurately identify people
who may be suicidal is largely restricted to “Asking the question”. This thesis
has extended research contesting the reliability and validity of suicide signs
(Fowler, 2012; Franklin et al., 2017), by finding that patterns that TCWs listen
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for may be influenced by presenting features such as gender. This thesis supports
calls for further research in strategies to ask about suicidal ideation to assist
TCWs in effective and empathetic questioning about callers’ plans to harm
themselves (Berman & Silverman, 2017).
Furthermore, the findings of this thesis suggest there is a need to examine
how public health messaging about suicide may impact normal behaviour. As
previously discussed, the representation of suicide in film, media, and anecdotal
evidence often focuses on suicide as a predominantly male phenomenon (Cleary,
2012; Fullagar & O’Brien, 2015; Jaworski, 2010; Scourfield et al., 2007), based
on the fact that men are overrepresented in suicidal fatalities across most higher
income countries (Canetto & Sakinofsky, 1998; Johnston, Pirkis, & Burgess,
2009; World Health Organisation, 2014). It is possible that when interpreting
patterns of features that indicate a caller is potentially suicidal, TCWs—either
consciously or unconsciously—may draw on this knowledge about gender
differences in suicide to inform judgements about appropriate responses to
possible suicide risk. Yet, relatively little is known about how people develop
knowledge and beliefs about mental-health and how these impact behaviour
(Jorm, 2000). Further research is required to examine how gendered suicide
messaging may impact how people trained in suicide intervention and the general
public respond to suicidal presentation.
Policy implications
The research findings suggest that suicidal men who contact telephone
crisis support services are likely to be identified and responded to with suicide
intervention skills. Consequently, there is potential for telephone crisis helplines
229

to be a source of fruitful suicide intervention strategy to prevent suicide among
men. Following continuing research into service efficacy in reducing suicide
rates, this thesis points to the possibility for future targeted messaging supporting
the usage of telephone helplines as a source of help for men in imminent suicidal
crisis (Machlin, King, Spittal, & Pirkis, 2014).
The finding that the gender of the caller in the vignette impacted the
association between the TCWs’ perception of potential suicide risk and their
intention to use skills suggests that different information-processing systems
might be being used when interpreting suicide signs expressed by “low” or
“high” risk groups. Extending on decision-making research, which has found that
information can be processed in a top-down (slow, knowledge-based) or bottomup (fast, saliency-based) manner (Croskerry, 2009; Evans, 2008), developments
in neuroscience suggest that these systems are stimuli-dependent and process
information differently (Acqua, Fink, & Weidner, 2015; Buschman & Miller,
2007; Ptak, 2012). Research examining the neural activity of attention has found
that when a stimulus is overt or ‘pops-out’, attention is immediately focussed on
that stimulus, which in turn, triggers an automatic bottom-up processing
response. But, when a stimulus needs to be searched for, a top-down processing
response is triggered (Buschman & Miller, 2007). Importantly, each type of
attention originates in different parts of the brain – the parietal cortex for bottomup response processing and the prefrontal cortex for top-down response
processing – and both types of response processing rely on different frequency
communication channels in the brain (Buschman & Miller, 2007).
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In the context of the current thesis, neural activity research suggests that
suicide signs expressed by male callers might grab the TCWs’ attention and
trigger automatic a bottom-up response that prioritises intervention-oriented
skills; whereas suicide signs expressed by female callers, although still
concerning, might be viewed as lower risk than the same signs were expressed by
men and trigger a top-down response that is less likely to prioritise interventionoriented skills. Future research is needed to specifically test these hypotheses. If
true, this would suggest that TCWs’ would likely benefit from knowing about the
two attention-response processing systems and how they can impact TCWs’
performance. Training would likely be enhanced by educating TCWs to
recognise the types of information that triggers automatic bottom-up responding,
and to counteract this by integrating other information that promotes considered
and wholistic responding to the caller.
By suggesting that suicidal men who contact telephone crisis support
services are likely to be identified and responded to with suicide intervention
skills The research findings call into question whether male callers are currently
given the same emotional support as female callers. The potential for gender bias
that impacts service delivery may pose problems for service improvement as
exploring emotional state is pivotal in TCWs’ ability to provide distress relief
and improve callers’ confidence to address their personal crisis issues (Feo,
2012; Feo & LeCouteur, 2013). This has implications for crisis helplines in their
suicide preventative role and especially raises a question about their response to
male callers who use the service frequently and may benefit from more coaching
on emotional regulation and emotional development.
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The finding that gender may impact both the patterns of signs TCWs
listen for to identify suicidal callers and TCWs’ responses to potential suicidal
presentation, suggests that suicide intervention training could be supplemented
with training in gender competency. There is growing consensus that mentalhealth practitioner training should include gender competence. Gender
competence recognises that an individual’s cultural experiences of masculinities
(and/or femininities) impact presenting problem(s) and subsequent treatment
(Liu, 2005; Seidler, Rice, River, Oliffe, & Dhillon, 2018). In the context of
suicide intervention training, this could include additional information on: (a) the
potential impact of gender socialisation on the caller and TCW’s experience and
expression of suicidality; (b) TCWs’ awareness of their own gendered
assumptions and biases about suicidality; and (c) consideration of the potential
impact of gender socialisation on the co-construction of the relationship between
the TCW and caller and the development of appropriate interventions and
strategies (Liu, 2005). The inclusion of a gender competency focus in telephone
crisis support training procedures may assist TCWs to be aware of their own
assumptions and expectations about male suicidality, and how this may
positively or negatively impact their decisions to use trained skills with the
caller.
Finally, the co-design approach used in this thesis provides an innovative
strategy for researchers to work in partnership with front-line suicide prevention
organisations. A key recommendation provided by Suicide Prevention Australia
in the National Research Action Plan is the necessity of targeted participatory
research to support the conduct of translatable research (Suicide Prevention
Australia, 2015). Through the use of project co-design, this thesis was able
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execute an experimental design in the community context, enhance research
design, and conduct research with direct implications for service provision and
training. The range of positive outcomes reached as a consequence of the codesign model suggests that it is appropriate for future studies and should be
considered in the initial stages of project development for suicide research in
community organisations.
Limitations
The findings presented in this thesis should be considered in light of
limitations. Self-report data was collected from volunteer participants at one
national telephone crisis helpline. Although the sample was representative and
reflected the crisis-line’s male-female ratio, the sample size was small. Future
research should be conducted to determine whether the findings can be
generalised to other crisis helplines and organisations.
Both parts of the empirical study presented in this thesis were exploratory.
The findings fill an important gap in the research by identifying that there are
conditions under which gender bias may impact caller care. However, the
relative influence of gender over and above other factors that impact caller care
is unknown. It is likely TCWs are influenced by other unknown information
sources when identifying potential suicidality and making decisions about
suicidal callers. These might include cultural background, age grouping, and
descriptions of co-occurring mental-health issues. Additionally, the results likely
reflect a combination of training as well as context and/or state variables, and the
extent to which each might influence the findings is currently unclear. Future
research should investigate the ways in which TCWs’ context and state variables
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impact decision making with callers and the conditions under which gender bias
is most likely to impact caller care in a more naturalistic setting.
The repeated-measures study design that allowed the systematic
manipulation of gender in caller vignettes may have introduced order effects into
TCWs’ pattern of responses. The study mitigated the impact of this on the results
by not directly comparing TCWs’ responses to the male and female callers
described in vignettes between conditions, but instead was interested in how the
order effects differed between conditions. Future research should explore
whether the study findings can be replicated in different caller scenarios, and in
the in-vivo context.
The time and resources available in the conduct of this thesis limited the
scope of community consultation that could occur with the telephone helpline.
Requests for feedback and involvement from TCWs were commissioned in the
pilot survey and through centre managers. This may have meant the voices of
active TCWs were not sufficiently included in the initial consultation process. It
is recommended that future research in the telephone helpline context recruit
TCWs to participate in the CAP team, and conduct in-person focus groups with
TCWs to develop relevant and appropriate statements of study purpose, design,
and procedure. Future research in the telephone helpline context, and suicide
intervention more broadly, should continue to utilise community-engaged
strategies to involve service users and providers in developing the most relevant
and translatable research possible.
Conclusion
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TCWs’ interpretation of, and response to, signs of suicide may be
influenced by a range of social factors including, but not restricted to, callers’
perceived gender. Identifying how gender influences the provision of support to
suicidal people is a key part of determining the features of effective suicide
prevention. This thesis has provided the first step in exploring how gender may
impact the nuances of suicide intervention in the telephone helpline context.
These findings can be used to inform future research exploring how gendered
conceptions of suicidality influences the process of suicide intervention and, if
replicated, may lead to the development of practice guidelines for adequate and
appropriate responses to suicidality in male and female callers.
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Appendix C: The National Suicide Prevention 2015 Conference, Hobart.
Hunt, T., Wilson, C., Caputi, P., & Woodward, A. (2015, July). Warning signs for men at
risk of suicide: A systematic review. Presentation to the National Suicide Prevention 2015
Conference, Hobart.
Abstract:
Australian men are at higher risk for death by suicide than Australian women. Estimates
suggest that although suicidal men and women experience similar rates of ideation, men are
three times more likely to take their own life than women. Research suggests that men may
have higher levels of emotion regulation difficulty than women, leading to heightened
difficulty communicating feelings of distress and suicide warning signs to others. Suicide
warning signs are “the earliest detectable sign that indicates heightened risk for suicide in the
near term (i.e. within minutes, hours or days) (Rudd et al., 2006, p. 258). Preventing suicide
requires service providers, community helpers’ and family to accurately identify and respond
proactively to suicide warning signs. Warning signs that are generic to men and women have
been identified (e.g. hopelessness), but little research has examined whether there are
warning signs that differentiate suicide risk among men compared to women. This paper
presents the results of a systematic review that followed the PRISMA statement to examine
whether men and women present suicide warning signs (something observed by another) and
symptoms (something reported to another) differently. The articles identified by the review
were analysed following the critical interpretive synthesis (CIS) methodology (Dixon-Woods
et al, 2006). Results suggest that there are gender-specific warning signs which predict
suicidal ideation and behaviour among men, but not among women. By identifying malespecific warning signs of suicide risk, this research may increase the likelihood that men
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experiencing thoughts of suicide will be accurately identified and appropriately responded to
in crisis intervention. Implications for future research are discussed.
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Appendix D: S1 Table - Warning signs for men at risk of suicide: A systematic review.
S1 Table.
Summary of findings and suicide sign labels.
First author
Antypa et al., 2013
Bryan et al., 2014

Eidhin, Sheehy, O’Sullivan, &
McLeavey, 2002

Humber, Emsley, Pratt, & Tarrier,
2013

Kiamanesh, Dyregrov, Haavind, &
Dieserud, 2014

Summary of findings
STAXI subscales differentiated male and female suicide attempters
from controls
Agitation severity differentiated male patients with a history of suicide
attempts from male patients who were thinking about suicide, but had
not yet made an attempt.

Text example
N/A

Suicide sign code
Anger

N/A

Agitation

The current ideator and past suicide attempt group had significantly
higher mean privacy preference scores than the control group, and
social stimulation preference was significantly higher in the control
group compared to current ideator and past suicide attempter groups.
The control group generated significantly more active problem solutions
than the other two groups. The current ideator group generated
significantly more passive problem solutions than the past attempt
group.
Being angry was concurrently associated with self-harm ideation 'I want
to hurt myself'. High externalised anger predicted concurrent self-harm
ideation. Items positively skewed to assess suicidal thoughts, e.g. ‘I
want to live’, were not associated with anger experience or expression.
There was a temporal (delayed) relationship between high internalised
anger and thoughts of wanting to live.
Some informants identified that the decedent’s façade cracked in the
last few weeks of their lives, losing the belief in their ability to live up
to their own expectations. The strain was indicated by behaviour
changes such as insomnia; emotional changes such as loneliness;
cognitive changes such as an inability to problem solve.

N/A

Paucity of problem
solutions
Social withdrawal

N/A

Anger

“All the informants considered the adversities prior
to the suicides (financial crisis, relationship breakup, trouble at work place, etc.) to have been
insignificant on their own. However, in hindsight,
the informants noted that the deceased person must
have perceived these challenges as irreversible
defeats and as failures of the whole self, and
eventually triggering the suicide” (p. 319)
‘‘In the four weeks leading up to the suicide he
seemed like a different person. He wasn’t sleeping

Irreversible defeat
Lack of sleep
Loneliness
Paucity of problem
solutions
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much, cried almost every day and felt like a failure…
lost control, and lost himself in the process.’’(p.319)
“In two deaths, a short time before they ended their
life, the deceased persons had expressed feelings of
loneliness and that they ‘‘could not take it any
longer.’’ (p.320)
“…the deceased person seemed ‘‘stuck in a circle
with no way out.’’ This phenomenon seemed to have
been the case for all these men.” (p.320)
Lekka, Argyriou, & Beratis, 2006

Feelings proceeding thoughts about suicide were summarised with
descriptive statistics. The most common feelings causing suicidal
ideation among male prisoners was anger, guilt, hopelessness, wish to
die and wish for change.

Excluded from
study

Parker & Ben-Tovim, 2002

Approximately 70 per cent of Aboriginal males and “other” females
were recognized by others as having one or more features of behaviour
which may have been characteristic of mental illness prior to their
deaths. Depressed mood was the most commonly observed sign in both
female populations. For both the Aboriginal and “other” male
populations, the most common signs were behaviour that was out of
character, aggression, depressed mood and anxiety or agitation.
Purposeful indications of intent to die included direct statements of
suicidal intent.

Excluded from
study

Peters, Murphy, & Jackson, 2013

Player et al., 2015

Disrupted mood often included an increase in anger, aggression and
violence, social isolation, as well as increased suicidal thinking.
Participants reported that acute suicidal thinking was associated with
excessive risk-taking, overt statements of intent, hopelessness, apathy or
appearing ‘at peace’.
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“All but one of the decedents had had at least one
prior attempt to take their life by suicide or had
openly verbalised their intent to end their life”
(p.311)
“Participants reported that acute suicidal thinking
was associated with excessive risk-taking, overt
statements of intent, hopelessness, apathy or
appearing ‘at peace’.” (p. 13)
“Several friends and family members also observed
that depressed and suicidal males often expressed
anger or aggression instead of, or to avoid feelings
of sadness, anxiety or stress. However, angry,
aggressive or defensive behaviour was also likely to
strengthen social isolation by increasing risk of
interpersonal conflict, reinforcing a sense of
disconnection, and lowering motivation for family
and friends to offer help.” (p. 13)

Direct statements of
suicidal intent

Aggression
Anger
Apathy
Calm
Direct statements of
suicidal intent
Excessive risk
taking
Hopelessness
Social isolation

Rasmussen, Dieserud, Dyregrov,
& Haavind, 2014

Several warning signs of suicide in the weeks prior to death were
observed including; uncharacteristic restlessness, deceased was stuck in
a problem situation with no possible way out, unsuccessful requests for
support and emotional safety, desperation, through talk or action
threatened to take their own life, direct or indirect discussions about
death as a ‘place to go’, emotional calm and cheerfulness, introduced
actual or hypothetical suicide of somebody else into conversation.
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“In the last weeks of life, he was restless and
insecure, and repeatedly complained that he felt his
achievements at work were not good enough any
longer, although they were outstanding….Similarly,
in another case, referring to her experiences of her
son in the last week before he killed himself, a
mother said, “then he was like, so restless and
seemed . . . like we had never seen the boy before”.
In these two examples, the informants are referring
to how they, in their last conversations had
experienced signs of desperation, in particular
related to an uncharacteristic restlessness.”(p.8)
“… Many male informants pointed to how the
deceased in their last conversations had been more
cheerful and social than usual, as well as being
almost desperately focused on planning things
together.” (p. 10)
“…talk (direct or indirect) of death as a place to go
was experienced as a sign of danger of suicide in
near future and/or of suicide planning related to a
need to be free of demands” (p. 10)
“Thus, desperation as a warning sign of suicide was
related to the experiences of the deceased in the last
days of life, too constrained to handle difficulties in
love and work, were entrapped in a problem
situation and unable to move on in life.”(p.8)
“…many male informants in different cases pointed
to how they, in their last conversation(s), had
noticed signs of a kind of cheerfulness which, in
retrospect, was interpreted as relating to death
being considered a release.” (p.10)
“In one case, after the funeral of a friend, several
informants described how they had noticed that the
deceased had become increasingly occupied with
wishes for his own funeral in the months before he
killed himself” (p.9)
In different cases, friends pointed to how the
deceased had unexpectedly introduced death and/or
of an actual or hypothetical suicide of somebody else
into their conversations in the weeks prior to the
suicide. The informants, in retrospect, interpreted
this as warning signs of suicide planning. (p.10)

Agitation
Cheerfulness
Death as a problem
solution
Desperation
Direct statements of
suicidal intent
Emergence of
positive change of
mood
Indirect or
ambiguous
references to taking
their own life
Paucity of problem
solutions
Reaching out for
support in
desperation
Relief

Rasmussen, Haavind, Dieserud, &
Dyregrov, 2014

Informants identified the decedents exhibited signs of shame,
helplessness, and anger prior to death.

Rivlin, Fazel, Marzano, &
Hawton, 2013

Three of the most common reported changes prior to suicide were
depression, and feeling upset, or angry. Several participants also spoke
of their state of mind in positive terms including relief or feeling
pleased to have made the decision to end their own life, and a sense of
calm or peacefulness. Impulsivity was described by many participants.
Participants reported their suicidal intent in a variety of ways including;
explicitly or ambiguously telling someone, writing a note, or made
arrangements in anticipation of death.
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Thus, desperation as a warning sign of suicide was
related to the experiences of the deceased in the last
days of life, too constrained to handle difficulties in
love and work, were entrapped in a problem
situation and unable to move on in life.
“… most of the deceased had unsuccessfully
approached their ex-girlfriends and/or mothers with
a personal request in the last day(s) of life.
According to these ex-girlfriends, the clue of
something being wrong was related to how the
personal request had been “misplaced in time and
place” (p.7)
“…Suggestive of a kind of relief, after having made
the final decision that would put an end to all
demands” (p.10)
“In most cases, several informants linked episodes
of anger outbursts in the weeks, months, or last
years prior to the suicides to their understanding of
being “trapped in anger.”… These informants
shared a notion of how feelings of shame,
helplessness and anger had become entrapped in the
deceased.”(p.554)
“The prisoners were asked to explain how they felt
once they had decided to attempt suicide and whilst
they were planning and preparing the act. The three
most common feelings were depression (13/55,
24%), and feeling upset (12/55, 22%) or angry
(8/55, 15%).” (p. 313)
“A sense of calm or peacefulness, or happiness, was
also described by some prisoners: I was feeling dead
calm then. Really calm. Calm like I’m speaking to
you. That’s how calm I was. (Case 23)” (p. 313)
“Approximately one-third of prisoners had explicitly
told someone (for example, a family member or
psychiatrist) of their wish to die. Two (3%) prisoners
said that they had made ambiguous references to
family that they might take their own lives.” (p. 314)
“…some prisoners were relieved or pleased to have
made the decision to end their lives: A bit of relief to
be honest. It wasn’t ‘oh bloody hell this is going to
hurt’, or ‘oh no I’m going to die’. I just felt relief . . .
a way out. (Case 16)” (p. 313)

Anger
Helplessness
Shame

Anger
Calm
Depression
Direct statements of
suicidal intent
Feeling upset
Indirect or
ambiguous
references to taking
their own life
Made arrangements
for death
Planned suicide
attempt
Relief
Wrote a suicide note

“Twenty-one (35%) prisoners wrote a suicide note
and seven (12%) thought about it but never did it.
Seven (12%) prisoners made a definite arrangement
in anticipation of death, for instance giving
instructions to a solicitor or making child-care
arrangements.” (p. 314)
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Appendix E: S1 Table - Warning signs for men at risk of suicide: A systematic review.
S2 Table.
Suicide sign label and description.
Suicide sign label

Description

Social withdrawal

A change in behaviour in which a
person withdraws from situations
that involve social interaction.
Anger is an emotion with a wide
range of intensity, from mild
irritation to frustration and rage,
with a range of cognitive and
behavioural features.

Anger

Label synonyms identified across
articles
Decreased preference social
stimulation, increased privacy
preference.
Angry affect, internalised anger,
externalised anger, state anger,
expressed anger

Paucity of problem
solutions

The inability to develop active
solution to problem situations.

Increased passive problem solving,
decreased active problem solving;
stuck in a problem with no possible
way out; trapped in an unsolvable
situation ; Feeling irreversible defeat

Agitation

An acute state of psychological
and physiological over-arousal
characterised by behavioural
restlessness and emotional unrest.
A feeling of unhappiness or
sadness.

Agitation, emotional urgency,
uncharacteristic restlessness;

Upset

Apathy

Calm

Cheerful

Relief

Absence of
negative mood –
emergence of a
more positive state
Direct statements
of suicidal intent

Indirect or
ambiguous
references to taking
their own life

A state of indifference; a lack of
feeling, emotion, interest or
concern for self or others.
A feeling of tranquillity and
peacefulness, absent of strong
emotions.
Feeling or behaving in a way
expressing good spirits and
happiness.
A feeling of ease or relaxation
following the removal of pain and
distress.
A distinct change from a negative
mood state to the emergence of a
more positive mood state.

A sense of calm, peacefulness,
happiness, dead calm ; appearing ‘at
peace’
Elated; happiness

Pleased to have made decision to end
life.

A person explicitly told someone
of their wish/intent to die.

Overt statements of intent; through
talk or action threatened to take their
own life

A person made an ambiguous
reference to someone that they
might take their own lives.

Introduced an actual or hypothetical
suicide of someone else into
conversation
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Eidhin, Sheehy,
O’Sullivan, &
McLeavey, 2002
Antypa et al., 2013;
Humber, Emsley,
Pratt, & Tarrier,
2013; Player et al.,
2015; Rasmussen,
Haavind, Dieserud,
& Dyregrov, 2014;
Rivlin, Hawton,
Marzano, & Fazel,
2013
Eidhin et al., 2002;
Kiamanesh,
Dyregrov, Haavind,
& Dieserud, 2014;
Rasmussen,
Dieserud, Dyregrov,
& Haavind, 2014
Bryan et al., 2014;
Rasmussen,
Dieserud, et al.,
2014
Rivlin, Fazel,
Marzano, &
Hawton, 2013
Player et al., 2015

Player et al., 2015;
Rivlin, Fazel, et al.,
2013
Rasmussen,
Dieserud, et al.,
2014
Rasmussen,
Dieserud, et al.,
2014
Rasmussen,
Dieserud, et al.,
2014
Kiamanesh et al.,
2014; Peters,
Murphy, & Jackson,
2013; Player et al.,
2015; Rivlin,
Hawton, et al., 2013
Kiamanesh et al.,
2014; Rasmussen,
Dieserud, et al.,

Death as a problem
solution

A person discussed death as a
problem solution

Wrote a suicide
note
Made arrangements
for death

A person wrote a suicide note.

Hopelessness

Aggression

Excessive risk
taking
Desperation

A person made a definite
arrangement in anticipation for
death, for instance, giving
instructions to a solicitor or
making childcare arrangements.
A feeling that there is no
possibility for improvement,
change or success in the future.
Feelings of anger or antipathy
which result in hostile or violent
behaviour.
Behaving in a way that needlessly
incurs danger or risk.
Out-of-character behaviour
driven by desperation.

Shame

A painful feeling of distress
caused by being aware of a
persons’ own wrong or foolish
behaviour.

Helplessness

Being unable to help oneself,
powerlessness to change the
situation.
A condition of not having enough
sleep.
The perception of being alone and
isolated from other people.
Developing a plan to take ones’
own life.

Lack of sleep
Loneliness
Planning suicide
attempt

2014; Rivlin,
Hawton, et al., 2013
Rasmussen,
Dieserud, et al.,
2014
Rivlin, Fazel, et al.,
2013
Rivlin, Fazel, et al.,
2013

Player et al., 2015

Expressed aggression

Player et al., 2015

Player et al., 2015
Reaching out for support in
desperation

Precautions against discovery,
barricading door and furniture
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Kiamanesh et al.,
2014
Rivlin, Fazel, et al.,
2013
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Appendix H: Study Survey
Telephone crisis supporter decision making
Thank you for agreeing to participate in this survey.
This survey will provide important information about how features of the crisis call
influence how Telephone Crisis Supporters (TCSs) identify and respond to callers’
experiencing crisis.
In completing this survey you will be asked to respond to small case-studies. In a live
crisis support call, TCSs have the opportunity to ask questions for further information.
However, in an experimental survey design this is not possible. We ask that you
respond to the questions on the basis of the information provided – there are no right or
wrong answers, but we do ask you to respond honestly.
Additionally, due to the experimental design the survey may seem repetitive in places.
The purpose of this is to gather high quality information which will be used to inform
future TCS training. Your patience is greatly appreciated, and completing the survey
will also provide you with an opportunity to reflect on your personal and professional
development as a TCS.
The survey will take approximately 30 minutes to complete.
The survey is anonymous, and any information you provide within the survey will be
kept confidential to the researchers.
If you participate in the study by completing this survey, you have the right to:
•
•
•
•
•

Refuse to answer any particular question, and withdraw from the study at any
time.
Contact the researchers regarding further questions you may have about the
study.
Be provided with a summary of the study findings when it has concluded.
Provide information based on the understanding that it is kept confidential by
the researchers.
Receive support from your In-Shift Support Supervisor (ISS) or other
confidential services. For a list of available services click here.

All surveys will be identified by a code number, and will be seen only by the research
team. It will not be possible for you to be identified in any reports that result from the
project.
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Click here to view the Participant Information Sheet (this will open a new window).

I wish to participate in this study under the conditions set out on the Participant
Information Sheet.

I have read the Participant Information Sheet and Consent to completing this survey.
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PART ONE – Demographic information
1
2

Age
Sex

3

Gender identity

4

Home location

5

Country of birth

6

Language spoken at
home

7

Education level (your
most recent complete
qualification)

8

Please indicate your
role within Lifeline
(select all that apply)

9

Are you a paid
employee of Lifeline?

Male
Intersex
Female
Male
Female
Genderqueer
Metropolitan
Regional
Rural/remote
Australia
Other (please specify)
English
Other (please specify)
No qualification
School qualification - Year 10, School Certificate or
equivalent
Senior school qualification -Year 12, HSC, QCE,
TCE, VCE, WASE or equivalent
Post-school qualification – TAFE, VET, diploma or
equivalent
Post-school qualification – University degree
If you have received a post-school qualification,
please identify what qualification you received (open
response)
Telephone Crisis Supporter
Online Crisis Supporter
In-Shift Support Supervisor
Centre Supervisor
Telephone crisis support trainer
Telephone crisis support group facilitator for training
Other
Yes
No

10 Do you have lived
experience of suicide?

Yes
No
I prefer not to respond

11 Years as a telephone
crisis supporter

0-2 years
3-5 years
6-8 years
9-11 years
12-14 years
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12 How often do you
usually complete shifts
at Lifeline?

13 When was your most
recent shift at Lifeline?

15+ years
More than once per week
Once per week
Once per fortnight
Once per month
Less than once per month
Less than 1 week ago
1 week ago
2 weeks ago
3 weeks ago
4 weeks ago
More than 4 weeks ago
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Part TWO
How we feel may impact our response to callers in crisis. This set of statements will
look at how you have been feeling in the past week.
Please read each statement and select the number which indicates how much the
statement applied to you over the past week. There are no right or wrong answers.
Do not spend too much time on any statement.
The rating scale is as follows:
0 Did not apply to me at all - NEVER
1 Applied to me to some degree, or some of the time - SOMETIMES
2 Applied to me to a considerable degree, or a good part of time - OFTEN
3 Applied to me very much, or most of the time - ALMOST ALWAYS

I found it hard to wind down.
I was aware of dryness in my mouth.
I couldn’t seem to experience any positive feeling at all.
I experienced breathing difficulty (e.g. excessively rapid
breathing, breathlessness in the absence of physical exertion).
I found it difficult to work up the initiative to do things.
I tended to over-react to situations.
I experienced trembling (e.g. in the hands).
I felt that I was using a lot of nervous energy.
I was worried about situations in which I might panic and
make a fool of myself.
I felt that I had nothing to look forward to.
I found myself getting agitated.
I found it difficult to relax.
I felt down-hearted and blue.
I was intolerant of anything that kept me from getting on with
what I was doing.
I felt close to panic.
I was unable to become enthusiastic about anything.
I felt I wasn’t worth much as a person.
I felt that I was rather touchy.
I was aware of the action of my heart in the absence of
physical exertion (e.g. sense of heart rate increase, heart
missing a beat)
I felt scared without any good reason.
I felt that life was meaningless.
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N
0
0
0
0

S
1
1
1
1

O
2
2
2
2

AA
3
3
3
3

0
0
0
0
0

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

0
0
0
0
0

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

0
0
0
0
0

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

0
0

1 2
1 2

3
3

Part THREE
SECTION A
The following scale will investigate the thoughts and behaviours expressed by a
caller that would indicate to you that they are at risk of suicide.
Using the following scale, identify the behaviours that can be seen and thoughts that
are expressed which would indicate that a male caller is at risk of suicide.

Low
risk
1
2

When talking to a caller, he;

3

4

5

6

High
risk
7

Says the future is hopeless
Expresses or behaves in ways which indicate
intense feelings of anger
Expresses the intent to seek revenge
Expresses or acts in ways which indicate
recklessness, or engagement in risky
activities, seemingly without thinking
Says he feels trapped, or stuck like there is no
way out
Says he has increased his alcohol or drug use
Indicates he is withdrawing from friends,
family or society
Expresses or behaves in ways which indicate
agitation or restlessness
Expresses the inability to sleep, or says he
sleeps all the time
Expresses or behaves in a way which
indicates dramatic changes in mood
Expresses that there is no reason for living

Are there any other thoughts or behaviours that you would expect to be expressed by male
callers experiencing thoughts of suicide?
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The following scale will investigate typical thoughts and behaviours expressed by a
caller that would indicate to you that they are at risk of suicide.
Please carefully read the following list of items. Indicate in order of importance THREE
typical behaviours that can be seen, or thoughts that are expressed, that would indicate
that a male caller is at risk of suicide. Rank THREE in your order of importance from
most (1) to least (3).
The most typical thoughts or behaviours that indicate risk of suicide are when talking
to a caller, he: [randomise list]
Says the future is hopeless
Expresses or behaves in ways which indicate intense feelings of anger
Expresses the intent to seek revenge
Expresses or acts in ways which indicate recklessness, or engagement in risky
activities, seemingly without thinking
Says he feels trapped, or stuck like there is no way out
Says he has increased his alcohol or drug use
Indicates he is withdrawing from friends, family or society
Expresses or behaves in ways which indicate agitation or restlessness
Expresses the inability to sleep, or says he sleeps all the time
Expresses or behaves in a way which indicates dramatic changes in mood
Expresses that there is no reason for living
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SECTION B
The following scale will investigate the thoughts and behaviours expressed by a caller
that would indicate to you that they are at risk of suicide.
Using the following scale, identify the behaviours that can be seen and thoughts that
are expressed which would indicate that a female caller is at risk of suicide.

Low
risk
1
2

When talking to a caller, she;

3

4

5

6

High
risk
7

Says the future is hopeless
Expresses or behaves in ways which indicate
intense feelings of anger
Expresses the intent to seek revenge
Expresses or acts in ways which indicate
recklessness, or engagement in risky
activities, seemingly without thinking
Says she feels trapped, or stuck like there is
no way out
Says she has increased his alcohol or drug
use
Indicates she is withdrawing from friends,
family or society
Expresses or behaves in ways which indicate
agitation or restlessness
Expresses the inability to sleep, or says she
sleeps all the time
Expresses or behaves in a way which
indicates dramatic changes in mood
Expresses that there is no reason for living
Are there any other thoughts or behaviours that you would expect to be expressed by
female callers experiencing thoughts of suicide?
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The following scale will investigate typical thoughts and behaviours expressed by a
caller that would indicate to you that they are at risk of suicide.
Please carefully read the following list of items. Indicate in order of importance THREE
typical behaviours that can be seen, or thoughts that are expressed, that would indicate
that a female caller is at risk of suicide. Rank THREE in your order of importance from
most (1) to least (3).

The most typical thoughts or behaviours that indicate risk of suicide are when talking
to a caller, she: [randomise list]
Says the future is hopeless
Expresses or behaves in ways which indicate intense feelings of anger
Expresses the intent to seek revenge
Expresses or acts in ways which indicate recklessness, or engagement in risky
activities, seemingly without thinking
Says she feels trapped, or stuck like there is no way out
Says she has increased his alcohol or drug use
Indicates she is withdrawing from friends, family or society
Expresses or behaves in ways which indicate agitation or restlessness
Expresses the inability to sleep, or says she sleeps all the time
Expresses or behaves in a way which indicates dramatic changes in mood
Expresses that there is no reason for living
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PART 4
The next section asks you to respond to two small case-studies. In a live crisis support
call, TCSs have the opportunity to ask questions for further information. However, in an
experimental survey design this is not possible. We ask that you respond to the
questions about each vignette on the basis of the information provided – there are no
right or wrong answers, but we do ask you to respond honestly.
CONDITION 1
Carefully read the vignette below.
Jill has called a helpline.
She is feeling trapped. In the past few months Jill has experienced a relationship
breakdown, which she continues to feel angry about. Currently Jill seems to be
agitated and restless. She says she wants to get in her car, drive away and leave
everything behind. Most nights Jill has trouble sleeping. Recently she has been
having a few drinks before bed as a way to relax and fall asleep. Jill doesn’t feel like
leaving the house, and often avoids social contact. Jill’s family and friends have
noticed this change, and are becoming concerned about her changes in mood. Jill
says she called the helpline because she doesn’t see things ever improving.

Thinking about Jill’s call, please answer the following questions.

What, if any, are the presenting issues in Jill’s vignette?

What, if any, are the thoughts or behaviours that indicated Jill’s presenting issue in
this vignette?
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Jill has called a helpline.
She is feeling trapped. In the past few months Jill has experienced a relationship
breakdown, which she continues to feel angry about. Currently Jill seems to be
agitated and restless. She says she wants to get in her car, drive away and leave
everything behind. Most nights Jill has trouble sleeping. Recently she has been
having a few drinks before bed as a way to relax and fall asleep. Jill doesn’t feel like
leaving the house, and often avoids social contact. Jill’s family and friends have
noticed this change, and are becoming concerned about her changes in mood. Jill
says she called the helpline because she doesn’t see things ever improving.

In your opinion, what is Jill’s risk of suicide attempt?

 Low

 Moderate

 High

272

Jill has called a helpline.
She is feeling trapped. In the past few months Jill has experienced a relationship
breakdown, which she continues to feel angry about. Currently Jill seems to be
agitated and restless. She says she wants to get in her car, drive away and leave
everything behind. Most nights Jill has trouble sleeping. Recently she has been
having a few drinks before bed as a way to relax and fall asleep. Jill doesn’t feel
like leaving the house, and often avoids social contact. Jill’s family and friends
have noticed this change, and are becoming concerned about her changes in mood.
Jill says she called the helpline because she doesn’t see things ever improving.

Refer to the vignette above. Using the following scale, rate your intention to use
each skill in the call with Jill:
1 = Extremely Unlikely to use
2= Unlikely to use
3= Likely to use
4=Extremely likely to use

Have an empathetic, non-judgemental, respectful attitude
Engage the caller’s trust
Be vigilant about signs of distress
Identify what prompted the call/main issue
Ask about suicidal thoughts, acts previously, acts in progress
Check safety
Hear and contain the caller’s feelings and thoughts
Build an understanding of the caller’s needs
Hear the caller’s pain
Understand why the caller is distressed
Hear the story
Identify the caller’s strengths
Encourage the caller
Manage the immediate situation
Increase the caller’s resourcefulness
Enhance the caller’s wellbeing
Focus the caller on the here and now
Increase safety
Identify resources
273

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4

Mobilise safety steps
Tasks and time-frames for follow-up actions
Initiate emergency help when needed
Create safe plan
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1
1
1
1

2
2
2
2

3
3
3
3

4
4
4
4

Jill has called a helpline.
She is feeling trapped. In the past few months Jill has experienced a relationship
breakdown, which she continues to feel angry about. Currently Jill seems to be
agitated and restless. She says she wants to get in her car, drive away and leave
everything behind. Most nights Jill has trouble sleeping. Recently she has been
having a few drinks before bed as a way to relax and fall asleep. Jill doesn’t feel
like leaving the house, and often avoids social contact. Jill’s family and friends
have noticed this change, and are becoming concerned about her changes in
mood. Jill says called the helpline because she doesn’t see things ever improving.

Refer to the vignette above.
Please carefully read the following list of items and indicate your order of
importance in the side boxes the THREE TCS skills you would prioritise to best
support Jill. Of these skills, rate THREE in order of importance from most (1) to
least (3).

Have an empathetic, non-judgemental, respectful attitude
Engage the caller’s trust
Be vigilant about signs of distress
Identify what prompted the call/main issue
Ask about suicidal thoughts, acts previously, acts in progress
Check safety
Hear and contain the caller’s feelings and thoughts
Build an understanding of the caller’s needs
Hear the caller’s pain
Understand why the caller is distressed
Hear the story
Identify the caller’s strengths
Encourage the caller
Manage the immediate situation
Increase the caller’s resourcefulness
Enhance the caller’s wellbeing
Focus the caller on the here and now
Increase safety
Identify resources
Mobilise safety steps
Tasks and time-frames for follow-up actions
Initiate emergency help when needed
Create safe plan
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Thinking about your response above, why did you select these skills as most
important in a call with Jill? [open response]
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CONDITION 2

Carefully read the vignette below.
Jack has called a helpline.
He is feeling trapped. In the past few months Jack has experienced a relationship
breakdown, which he continues to feel angry about. Currently Jack seems to be
agitated and restless. He says she wants to get in his car, drive away and leave
everything behind. Most nights Jack has trouble sleeping. Recently he has been
having a few drinks before bed as a way to relax and fall asleep. Jack doesn’t feel
like leaving the house, and often avoids social contact. Jack’s family and friends
have noticed this change, and are becoming concerned about his changes in
mood. Jack says he called the helpline because he doesn’t see things ever
improving.

Thinking about Jack’s call, please answer the following questions.

What, if any, are the presenting issues in Jack’s vignette?

What, if any, are the thoughts or behaviours that indicated this issue in Jack’s
vignette?
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Jack has called a helpline.
He is feeling trapped. In the past few months Jack has experienced a relationship
breakdown, which he continues to feel angry about. Currently Jack seems to be
agitated and restless. He says she wants to get in his car, drive away and leave
everything behind. Most nights Jack has trouble sleeping. Recently he has been
having a few drinks before bed as a way to relax and fall asleep. Jack doesn’t feel like
leaving the house, and often avoids social contact. Jack’s family and friends have
noticed this change, and are becoming concerned about his changes in mood. Jack
says he called the helpline because he doesn’t see things ever improving.

In your opinion, what is Jack’s risk of suicide attempt?

 Low

 Moderate

 High
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Jack has called a helpline.
He is feeling trapped. In the past few months Jack has experienced a relationship
breakdown, which he continues to feel angry about. Currently Jack seems to be
agitated and restless. He says she wants to get in his car, drive away and leave
everything behind. Most nights Jack has trouble sleeping. Recently he has been
having a few drinks before bed as a way to relax and fall asleep. Jack doesn’t feel
like leaving the house, and often avoids social contact. Jack’s family and friends
have noticed this change, and are becoming concerned about his changes in
mood. Jack says he called the helpline because he doesn’t see things ever
improving.

Refer to the vignette above. Using the following scale, rate your intention to use
each skill in the call with Jack:
1 = Extremely Unlikely to use
2= Unlikely to use
3= Likely to use
4=Extremely Unlikely to use
Have an empathetic, non-judgemental, respectful attitude

1

2

3

4

Engage the caller’s trust

1

2

3

4

Be vigilant about signs of distress
Identify what prompted the call/main issue
Ask about suicidal thoughts, acts previously, acts in
progress
Check safety
Hear and contain the caller’s feelings and thoughts
Build an understanding of the caller’s needs
Hear the caller’s pain
Understand why the caller is distressed
Hear the story
Identify the caller’s strengths
Encourage the caller
Manage the immediate situation
Increase the caller’s resourcefulness
Enhance the caller’s wellbeing
Focus the caller on the here and now
Increase safety
Identify resources

1
1
1

2
2
2

3
3
3

4
4
4

1
1
1
1
1
1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4
4
4
4
4
4
4
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Mobilise safety steps
Tasks and time-frames for follow-up actions
Initiate emergency help when needed
Create safe plan
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1
1
1
1

2
2
2
2

3
3
3
3

4
4
4
4

Jack has called a helpline.
He is feeling trapped. In the past few months Jack has experienced a relationship
breakdown, which he continues to feel angry about. Currently Jack seems to be
agitated and restless. He says she wants to get in his car, drive away and leave
everything behind. Most nights Jack has trouble sleeping. Recently he has been
having a few drinks before bed as a way to relax and fall asleep. Jack doesn’t feel
like leaving the house, and often avoids social contact. Jack’s family and friends
have noticed this change, and are becoming concerned about his changes in mood.
Jack says she called the helpline because he doesn’t see things ever improving.

Refer to the vignette above.
Please carefully read the following list of items and indicate your order of
importance in the side boxes the THREE TCS skills you would prioritise to best
support Jack. Of these skills, rate THREE in order of importance from most (1) to
least (3).
Thinking about your response above, why did you select these skills as most
Have an in
empathetic,
respectful attitude
important
a call withnon-judgemental,
Jack?
Engage the caller’s trust
Be vigilant about signs of distress
Identify what prompted the call/main issue
Ask about suicidal thoughts, acts previously, acts in progress
Check safety
Hear and contain the caller’s feelings and thoughts
Build an understanding of the caller’s needs
Hear the caller’s pain
Understand why the caller is distressed
Hear the story
Identify the caller’s strengths
Encourage the caller
Manage the immediate situation
Increase the caller’s resourcefulness
Enhance the caller’s wellbeing
Focus the caller on the here and now
Increase safety
Identify resources
Mobilise safety steps
Tasks and time-frames for follow-up actions
Initiate emergency help when needed
Create safe plan
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Thank you.
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Thank you for participating in this study investigating how TCSs’ interact with and
apply skills to a range of caller profiles.
During this study you were asked to provide information regarding your background as
a Telephone Crisis Supporter (TCS) and to respond to a hypothetical caller vignette.
Hopefully you have felt that completing this survey has provided you with an
opportunity to reflect on your own personal and professional development as a TCS.
Specifically, you were asked questions about yourself, feelings of depression or anxiety,
and your interpretation and response to a hypothetical caller. It is often difficult to
answer these types of questions, so your willingness to participate in this study is
greatly appreciated. Your input will help contribute to our understanding of how TCS
decision making impacts service provision for telephone crisis support callers. In the
long term, research such as this will inform services such as Lifeline about ways to
promote optimal service provision and TCS well-being.
If you have any questions or concerns regarding this research, contact Dr Coralie
Wilson on (02) 4221 5135 during business hours. If you have any complaints or
reservations about the ethical conduct of this research project, you may contact the
Wollongong Human Research Ethics Committee on (02) 4221 4457.
Thank you again for your participation.

Services Available for Professional Psychological Support
If answering any of the questions in this survey has led you to feel distressed and you
would like to speak to someone about your thoughts, please contact your In-Shift
Support Supervisor (ISS) or one of the following services:
Service
Your Local
Doctor

Other
Support
Services

Your
counsellor
Beyond
Blue

What help can they
provide?
Consultation and
referral to counselling
services

Contact

Psychological support
Information on
http://www.beyondblue.org.au
depression and related 1300 22 4636
disorders and where
to get help, support
line for depression
and anxiety support.
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Virtual
Clinic

SANE

Internet-based
research clinic that
develops free online
education and
treatment plans for
people with anxiety
and depression.
Mental-health support
and information,
getting help if you are
feeling suicidal

Psychologist Counselling or
or Other
referral
Health
Professional
24hour
Safety
Telephone
Services
Men’s line

Emergency

http://www.virtualclinic.org.au

http://www.sane.org.au

www.psychsociety.com.au
www.psychology.org.au

000

Counselling service
for men
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1300 789 978

Appendix I: Example of Patterns of signs that telephone crisis support workers
associate with suicide risk in telephone crisis line callers (Chapter 6) peer review
Tara Hunt
University of Wollongong
Wollongong NSW 2522
Australia
th719@uowmail.edu.au
11th January 2018

To the editor,
I am pleased to resubmit for publication the revised manuscript 257852 titled “Patterns
of signs that telephone crisis support workers associate with suicide risk in telephone
crisis line callers”. Thank you for the constructive feedback provided by the reviewers.
We believe it has assisted in improving the paper. I have addressed each of their
concerns as outlined below. All line references refer to the track-changes version of the
manuscript. As the edits have been substantial the Assistant Editor Ana Stankovic has
been provided with a clean version to assist readability.
I will be on leave for the next few weeks, and will not have capacity for further editing
until I return on Wednesday 28th February. During this time Coralie Wilson will be
managing correspondence regarding this manuscript (cwilson@uow.edu.au).
Comments from Reviewer 1:
Add a sentence discussing the specific results of the study. Right now it is broad and
general. What were the three patterns of suicide signs identified?
Thank-you for identifying this omission. The abstract has been updated with more
specificity following changes emergent from the review.
Lines 60-63, “. . . two-thirds of people with suicidal intent may deny having suicidal
ideation when asked directly.” This is counter to previous research and well vetted
suicide prevention trainings likes QPR. The authors need to add additional citations to
support this claim and discus how this finding is inconsistent with previous research.
We agree that the evidence provided by the article originally cited was over-stated. The
argument has been moderated to state “The importance of listening not just for veiled
evidence of signs, but also correlates of the suicidal state suggesting that a caller might
be suicidal is highlighted by results of a recent systematic review which investigated the
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incidence of suicide communication prior to suicidal deaths [19]. The review found that
across studies approximately half of people who died by suicide did not directly state
that they were suicidal [19].” (Line 77-83).
Table 1 – extra spacing on line 3. All statements should end with punctuation. Line 3
seems incomplete.
Table 1 has been removed and the content is now contained in text.
Lines 93 and 94 – this is a limited definition of gender. Gender is on a continuum and
much more complex than male or female. Although the continuum may not be practical
for this type of research it is important to acknowledge.
We agree that gender occurs on a continuum. We have clarified this in the text by
specifying we are referring to the construction of gender, which in practice usually
involves the designation of people into two categories rather than a more complex view
of gender identity (Line 138-145).
Lines 101 – 103. An example of what you mean here would help to clarify the point
This section has been reworded.
Lines 109 and 110, I recommend removing this sentence to improve writing flow and
then start the paragraph with the next sentence.
Thank-you for the suggestion. This sentence has been removed.
In section 1.3 it is important to tell the reader how gender is identified by TCWs. Do
they get this information directly or it is it assumed by vocal qualities only
This is an important point. We have provided additional information which suggests
gender is one of the most discernible identity characteristics from the voice. Current
training practices do not teach TCWs to ask about gender identification, yet this is often
accurately inferred from vocal characteristics (line 158-159).?
The measures need to be described in this study for the items that are being examined
and reliability and validity of the measures need to be discussed. It is not adequate to
simply state they were presented prior. Were Likert scales used? Open-ended
questions? How many questions? This is sort of addressed under the Measures section
but needs more. Delete the last sentence in the Design section (lines 170-172
Additional information has been included regarding the survey measures and study
procedure (lines 285-322).
It is necessary to clearly discuss how this article differs from larger study that was
previously published that seems to be quite similar to the one submitted for publication
here.
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Thank-you for identifying this oversight. Gould et al 2016 were investigating the risk
profiles of suicidal callers, and the current study investigated the signs that triggered
TCWs awareness that callers might be suicidal. In responding to the reviewers’
feedback we have clarified the scope of the article and have focused on articulating the
differences between Gould’s and the current article. The findings of the Gould article
have now been cited in the discussion as we believe they support our interpretation of
the findings (line 600-602).
It is inappropriate to state, “The rationale is described in detail elsewhere” – a brief
rationale also needs to be provided in this manuscript. This manuscript should be selfcontained, the reader should not have to go to other manuscripts to understand the
current one.
This sentence has been removed as the brief rationale has been included in the
manuscript (lines 25-25).
It is misleading to state the sample was 148 in the abstract and in the methods section
when all analyses were conducted with only 137. The sample was 137 and should be
stated as such.
Thank-you for pointing out this error. It has been corrected.
1st paragraph - no statistics are provided to support your claims within the text. It is not
sufficient to only include them in a table. The main findings should be presented
statistically within the text as well. Need to include at minimum of t and F values,
degrees of freedom, p values, partial eta squared or Cohen’s d, and means and
standard deviations.
The analysis strategy of hypothesis 1 may have inadvertently perpetuated the idea that
suicidality can be assessed accurately from signs of suicide. For this reason we have
elected to remove that hypothesis, and re-focus the manuscript on the patterns of
features that identify the presence of risk that a caller is suicidal.
It is essential to identify that “Exploratory” factor analysis was used in this study in the
abstract and introduction. EFA isn’t explicitly mentioned until the discussion section.
Exploratory factor analysis is an important first step to understanding the relationships
among variables but the measures are not yet validated. Based on the data analysis it
may be more appropriate to have research questions instead of hypotheses
We have introduced and discussed EFA more thoroughly in the introduction and
analysis sections. We agree that research questions are more appropriate for the analysis
strategy, so we have adopted your suggestion (216-219).
Traditionally if items cross-load on two factors that item is dropped. It needs to be
justified why the cross-loading items weren’t dropped for male callers.
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Further detail has been included about the criterion used in the factor analyses, and the
cross-loaded items have been excluded (324-364).
Limitations to discuss – not guided by theory, self-report, volunteer sample, preliminary
study – factors need to be validated with additional studies employing Confirmatory
Factor analysis. Suggestion for future studies - Perhaps including a gender bias scale
(do participants have a negative view of individuals of a certain gender without
considering suicide risk), may help to explain the results. Is there a difference between
those participants who are inherently bias against a certain gender and those that show
differences in suicide risk identification but have no bias?
Thank-you for the suggestion. The limitations section has been extended to include the
self-report volunteer sample, number of factors was not guided by theory, and the
possibility that other factors may include the pattern of results found (line 725-755).

Comments from Reviewer 2:
It is uncertain to what extent the results of the study, as presented in its current form,
will be of great significance to the field of suicide prevention. Most likely this paper will
be shared mainly between helpline directors and trainers, and serve to remind helpline
volunteers about their possible, subtle (gender based) assumptions in listening to
helpline callers of both genders. It remains to be shown how correcting these
assumptions would lead to better helpline functioning i.e. in more or in better, or in
more successful referrals or search-and-rescue operations; improved mood, more
hopefulness or reduced suicidality in callers.
Thank-you for identifying that we have not succeeded in making the relevance of the
study to suicide intervention clear. To address this, we have: 1) clarified the focus of the
script as an exploratory study that examines whether TCWs use patterns of signs to
decide whether a caller might be suicidal, and whether these are influenced by caller
characteristics such as gender; and 2) have articulated the relevance of the study
findings throughout the discussion for training TCWs and others involved in suicide
intervention to identify individuals at risk of suicide (lines 597-601, 613-616, 625-628,
755-760).
Generally I found the paper hard to read. I found it necessary to draw a cross-table in
my mind to follow the authors in their words about male and female TCW’s and male
and female callers. To be readable, the authors need to be much more concise.
Repeatedly used formulations like: “suicide signs that associated with suicide risk in
male and female callers” are possibly literally correct, but tiresome to read time and
again
We thank the reviewer for raising our attention to the language we have used throughout
the script. We have changed our language throughout the script to increase readability.
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While the introduction section contains interesting evidence concerning the male/female
doctor *male/female patient dyads, the evidence presented appears not strong enough
to be generalized to domains in healthcare beyond the telephone helpline setting. It is
even questionable to what extend “in vitro” TCW suicide risk ratings collected in a
survey setting could be generalized to “in vivo” suicide risk rating behaviors during
crisis telephone calls. In real life TCW are in vocal contact with callers including
content and relationships levels of communication, where TCW and callers influence
each other. This limitation should be emphasized in stronger wording in the Limitations
section
Thank-you for identifying the additional issues that needs to be addressed in the
limitation section. The generalisability of the results to real-life contexts have been
addressed in the limitations (lines 7441-747).
My main problem with the paper in its current form is that it suggests that suicide risk
can be assessed accurately (quod non) and that it risks building an argument on this
quicksand. In the light of the above I think the authors should stick with the purpose of
identification of suicidality, especially in callers denying this when asked directly.
“Suicide risk” could probably better be defined as “risk the caller is suicidal”?We agree with the reviewer that suicide risk cannot be assessed accurately. We also
acknowledge that some of the statistical approaches used in the original article
(specifically the analysis strategy of hypothesis 1) may have inadvertently perpetuated
the idea that suicide risk can be assessed accurately from signs of suicide. For this
reason we have elected to remove that hypothesis, and re-focus the manuscript on the
combination of features that identify the presence of risk that a caller is suicidal, as per
your suggestion.
On a more profound level the authors appear to adhere to an inaccurate “old school”
suicide prevention strategy that strongly relies on the assessment of individual suicide
risk to guide which intervention would be most appropriate. For more than two decades
it is known that accurate individual risk assessment is impossible due to the low base
rate of suicide (attempts) compared to the high prevalence of risk factors, (as reflected
in this study tof elephone helpline counseling by “signs of suicide”). Recent evidence
confirms this notion. See, e.g. a recent systematic review of meta-analyses Large, M.
M., Ryan, C. J., Carter, G., & Kapur, N. (2017). Can we usefully stratify patients
according to suicide risk?. Bmj, 359, j4627.The questionable validity of risk assessment
as a practice that lacks empirical support should be mentioned in the introduction and
in the Limitations section.
We agree that risk assessment to identify suicidal individuals is futile. We have clarified
the focus of the article to avoid suggesting that assessment via individual risk factors is
appropriate to guide intervention. Currently, many training programs involve the
identification of suicide signs to trigger suicide intervention. The article now argues the
results suggest there is a need for training to teach flexibility in identifying the risk
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callers are suicidal, and that gender bias may impact this identification process (491800)
A second problem is that reading the paper, I get the feeling that the researchers were
not after falsification of their hypotheses, but try to make their point about gender
differences and gender biases. I get the impression that the authors suggested to TCW’s
that so-called “suicide signs” may (or have to be?) be rated differently when presented
by male or female callers. They then analyze the differences (real? or induced by the
survey?) found between male and female TCW’s using sophisticated statistical methods
the authors create a statistical reality of -for males and females only slightly differentpatterns that are supposed to be “associated with suicide risk”; that are again analyzed
for gendered differences in association of suicide risk; to arrive at the conclusion that
TCW training in the (impossible) task of risk assessment should include TCW’s
awareness of their gendered expectancies concerning callers’ expressions and
behaviors. This is of course a truism that applies to all kinds of caller and TCW
characteristics apart from gender, like ethnicity, age, communication style etc. What
makes gender bias or gender differences more important that these issues in preventing
suicide? This question needs to be addressed in the introduction and the discussion.
Following the suggestion of reviewer 1, the paper is now guided by research questions
which are a more appropriate fit for the data and analysis approach (line 216-219). The
method has been clarified, including the procedures used to blind the TCW to the
research question regarding pattern recognition and gender (lines 282-319). We have
worked to clarify our focus on gender, particularly as it is one of the most accurately
inferred characteristics from vocal qualities on the telephone (line 158-161).
Gender bias in TCW behavior may not unimportant; to the contrary. It would be of
greater importance to investigate how male and female TCW would engage differently
with male and female callers to see what male and female suicidal callers may need and
to provide a corrective emotional experience alleviating thwarted belongingness,
perceived burdensomeness and despair. But in this sample equally interesting it would
be how TCW’s with and without lived experience would engage with suicidal callers:
71% of TCW’s has lived experience. Is it possible to correct the outcomes of the
analyses for Lived Experience?
We agree that lived experience of suicide is a very important issue within this group of
TCWs. We have now controlled for lived experience in the analyses (line 482-488).
46: What “neurological capability”? Reading reference 3, I could not distill any proof
for neurological or neurobiological impairments of any sort.
The reviewer is correct to identify that the ‘neurological capability’ is not clearly
defined and the references require additional support. The statement has been clarified
with additional relevant references e.g. “Recent neuroscience research has found that
suicidal ideation and behavior indicate the presence of brain changes that physically
impair the suicidal individual’s cognitive capability for identifying and describing
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emotions[13,14], which may contribute to a lack of disclosure about suicidal ideation
[15,16].” (line 51-56).
57 Here it is necessary to mention that these suicide signs individually and combined
lack sensitivity and specificity to allow for risk stratification. They can however be used
as triggers to infer suicidality or -not taking “No I am not suicidal” for an answer- to
further explore the presence of suicidality.
Thank-you for identifying this omission. The utility of signs of suicide to trigger direct
questioning about suicidal intent has been included (line 75-77). Throughout the article
we have attempted to clarify our position that suicide signs are primarily useful as a tool
to train people to recognise risk for suicide, not as a way to stratify risk.
57 Here it is necessary to mention that these suicide signs individually and combined
lack sensitivity and specificity to allow for risk stratification. They can however be used
as triggers to infer suicidality or -not taking “No I am not suicidal” for an answer- to
further explore the presence of suicidality.
Thank-you for identifying this omission. The utility of signs of suicide to trigger direct
questioning about suicidal intent has been included (line 75-77). Throughout the article
we have attempted to clarify our position that suicide signs are used as a tool to train
people to recognise risk for suicide, and are not appropriate to stratify risk.
60. “New research” Reference 13: this is a retrospective highly selective chart review
study in psychiatric patients that cannot be generalized to conclude that 66% of people
with suicidal intent deny suicidality when asked directly. I think this reference does not
add to the strength of this article.
We agree that the evidence provided by the article originally cited was over-stated. The
argument has been moderated to state “The importance of listening not just for veiled
evidence of signs, but also correlates of the suicidal state suggesting that a caller might
be suicidal is highlighted by results of a recent systematic review which investigated the
incidence of suicide communication prior to suicidal deaths [19]. The review found that
across studies approximately half of people who died by suicide did not directly state
that they were suicidal[19].” (Line 77-83).
146 For clarity I would suggest highlighting the hypotheses as 1, 2 and 3.
Following a recommendation of Reviewer 1 we have highlighted the exploratory nature
of the study by using research questions as opposed to statistical hypotheses. As per
your suggestion we have delineated these using numbers (line 216-220).
Table 2: Decription of Male/Female N distribution lacks! Suggestion to split the N and
% columns to show number and percentage male female TCW’s .
Thank-you for the suggestion. The demographic table has been updated to be split by
gender to allow for comparison (Table 1).
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206 This section to meager. Authors should clarify how participants were introduced to
the purpose of the survey with special attention to the risk of inducing
responses/influencing respondents in line with the hypotheses. Was there mention of the
term “suicide sign” or “suicide risk” and if so how were these explained to the
respondents? How were the respondents introduced in possible gender differences in
their rating? What methods or questions were used to avoid influencing the respondents
in any direction? If not used, please mention in the Limitations
Information about the introduction of the survey and the instructions given to TCWs has
been included (line282-295). Precautions were taken to avoid the introduction of gender
differences to TCWs, including randomisation of the survey page order (line 290-295).
214 This is confusing and unsatisfactory. Are there any other results than listed in Table
3 to be reported, in an unpublished manuscript (ref 43)? The analyses leading to
statistical “patterns” of signs rest completely on the data collected in section 2 of the
survey. If there are any other data these should be presented. For the sake of clarity I
strongly suggest the current paper and the manuscript in preparation should be merged.
We agree the order of sentences was confusing. There was a section of the survey
presented subsequent to the data in the current article. This involved a separate research
question and methodology. Precautions for priming in the current study were taken by
randomising the presentation of the survey pages. Detail about this process, and the
order of the procedure has now been clarified (line 283-296).
219 Here it would be of interest to show the exact question posed to the respondents
with regard to the signs of suicide and their rating of risk. In addition: what is the
rationale to use a 7 point Likert scale? Since this article focuses on pattern recognition,
was there a reason not to ask respondents to rank combinations of (e.g. 3) suicide signs
they viewed to be more concerning? In other words: inquire which patterns respondents
themselves would identify as risky?
We have included the exact statement of the question asked to participants (line 301315), and the rationale for the Likert scale – “Following recommendations from Ajzen
[56,57], a 7-point Likert-type rating scale from 1 (Low risk) to 7 (High risk) was used to
assess variance in participants’ responses. “ (line 318-319). We have clarified the
exploratory nature of the article, and the rationale for the use of explanatory factor
analysis to identify patterns in the signs TCWs are trained in (line 325-363)
234-245 This is an important section that is very brief. Revealing patterns in TCW
sensitivity for suicide signs is one of the main purposes of this paper. To this end Factor
Analysis is used. I suspect not many readers in the target audience are very familiar
with this analysis. To be more convincing and allow for critical appraisal the authors
should explain the choice for this kind of analysis here, or in the discussion section.
They should clarify how this statistic translates into clinically relevant patterns; and
how these patterns should or could be viewed. What are we talking about: patterns of
suicide signs presented by male and female callers? Patterns of male and female TCW
292

sensitivity to classes of suicide signs (mood/hopelessness/anger)? I find myself
confused. E.g. line 242 This sentence I find hard to read. Analyses of variance
(ANOVAs) were conducted to compare male and female TCWs ratings of risk
associated with patterns of suicide in male callers, and to compare male and female
TCWs ratings of risk associated with patterns of suicide (SIGNS?) in female callers,
using regression scores generated in the factor analysis.
Additional information about the rationale and description of the factor analysis has
been included (line320-359). Throughout the text it has been clarified what patterns are:
groups of signs that TCWs use to recognise a caller may be at risk of suicide.
Table 3 The Suicide Signs items are listed in a way that is little informative, e.g:
Expresses or behaves- period. I suggest to characterize the items in the table and in
the text based on their essential meaning. For instance: “Intense Anger”,
“Alcohol/drugs”, “Recklessness” etc.Table 3: if most important results are listed on
top, this should be done consequently including in Table 6.
These tables have been removed following changes in the analysis procedure.
262-317 This sector is partly redundant because it describes the information in Tables 4
and 5 using lengthy formulations. Should be trimmed, highlighting only the most
relevant information pertaining to testing the hypotheses.
The content of this section has been significantly reduced.
318-329 and Table 6 Please clarify Table 6 and its interpretation in more detail,
including:· the difference in sample size for signs and patterns· the mean and SD:
for what measure?· the meaning of the h2 · how statistical significance was tested
. Visual inspection of Factor 1 in Female Callers show both have comparatively high F
values and similar h2 values,but only Factor 2 was statistically significant?
This analysis has been removed from the paper.
330-511 The discussion section is lengthy, partly overlapping the introduction, repeats
arguments in the section, and is in some instances speculative. I suggest it could be
condensed to one-third.
The discussion has been re-written to increase the clarity and relevance of the findings
for suicide intervention research. The word count has been reduced by 55%.
Table 3 shows statistically significant differences on only 2 out of 22 items. Based on
the number of items, perhaps a higher number of statistically significant differences in
rating would be expected by chance alone –which would suggest that there is a trend
against a gender bias. In addition, the differences are small (.48 resp .45 on a 7 point
scale). Do the authors think this difference is of clinical importance? I am not entirely
convinced. Thus, these data appear to show that the first hypothesis should be rejected:
generally TCWs do notrate male callers suicide signs differently from female callers’
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suicide signs. To further explore this finding I would suggest testing for possible
confounding by TCW lived experience, since this was present in 71% of the
respondents.
We agree with the reviewer that the differences are small. Based on a number of
comments made by both Reviewer 1 and 2 the exploratory nature of the research has
now been highlighted in the introduction and discussion. In line with this, research
questions have been adopted rather than hypothesis testing and the analysis is now
focused on the factor analysis. To this end, the Results presented in Table 3 have been
removed.
With respect to hypothesis 2 I find it striking that there is similarity enough to justify for
3 common suicide sign classes among both female and male callers
(mood/anger/hopelessness). It is questionable to what extent differences in factor
loading reflect real life differences in detection and/or appraisal of aspects of these
classes. It requires a leap of faith in statistics to accept this factor analysis as definitive
proof of hypothesis 2, that the patterns of signs that TCWs associate with suicide risk in
male callers would be different for male and female callers. Personally I believe this
could well be the case, but the findings presented appear to tell me that this difference
is, as the authors state, quite subtle whereas the degree of similarity in classes found for
male and female callers is great.
We agree. The discussion has been rewritten to focus on the similarities, subtle
differences, and what this means for the identification of suicide risk in callers.
With respect to hypothesis 3: as presented in only one out of 6 instances male and
female TCWs statistically appear to differ in their rating of factor analysis based
suicide signs classes. This difference is, as the authors state in their limitations section,
small. While I am willing to believe that hypothesis 3 may well be true, the evidence
presented generally does not support it, with one exception. Male TCWs may be a little
less impressed by female callers’ expressions of hopelessness than female TCW. Is this
“troubling”, as the authors suggest? I don’t know, it may well add to a degree of calm
listening instead of moving into TCW crisis mode, and produce a better call outcome.
We also agree that the statistical significance of this finding is unlikely to relate to
clinical significance. The analysis has been changed to regression in order to control for
lived experience, and it was concluded that “The patterns used by TCWs to identify the
presence of risk for suicide appear to have little influence from their own gender or
lived experience” (lines 610-612).
In the light of the above, the conclusion has to be rewritten emphasizing this study is an
initial orientation on the differential perception/sensitivity/appraisal of male and female
caller behaviors. If the evidence presented remains unchanged, it is reassuring that
gender bias in this sample appears does not confound in vitro descriptions of caller
behaviors very much. Given the lack of time of TCWs and other opportunities to
improve call service quality, it is the question how much effort should be undertaken to
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try to calibrate (unconscious) pattern recognition and appraisal; how feasible this
would be; and if undertaken: how to test for its effectiveness. Since it is impossible to
determine a callers’ individual risk, there is the question in what direction this
calibration should take place; how this calibration would add to TCW confidence and
motivation; and to differential (better?) call outcomes.
Thank-you for the suggestions offered in your review. We believe they have improved
the paper. The conclusion has been rewritten to focus on the implications of the paper
findings for the identification of suicide risk in callers. As this is a vital step in the
suicide intervention process, we believe the findings in the edited manuscript have
training implications for TCWs and others involved in suicide intervention.
Regards,
Tara Hunt, on behalf of Coralie Wilson, Peter Caputi, Alan Woodward and Ian Wilson
School of Psychology
University of Wollongong
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Appendix J: Proof of Intervention among suicidal men: Future directions for
telephone crisis support research (Chapter 2)
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Appendix K: Proof of Warning signs among suicidal men: A systematic review
(Chapter 3)
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Appendix L: Proof of Patterns of signs that telephone crisis support workers
associate with suicide risk in telephone crisis line callers (Chapter 6)
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Appendix M: Proof of The impact of caller gender on Telephone Crisis Helpline
Workers’ interpretation of suicidality in caller vignettes (Chapter 7)
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